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“ extraordinarily effective diuretic..:: 


Efficacy and expanding clinical use are making Naturetin the 
“diuretic of choice’? in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.* More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Squibb Benzydroflumethiazide 


i. 
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Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


c K (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 


zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
tf K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 


References: 1\ David, N. A.; Porter, G. A., and Gray, R. H.: Monographs 
on Therapy 5:60 (Feb.) 1960. 2. Friend, D. H.; Clin. Pharm. & Therap. 1:5 
(Mar.-Apr.) 1960. 3. Ford, R. V.: Current Therap. Res. 2:92 (Mar.) 1960. 


Naturetin Naturetin: K 


Squibb <n RNIN with Potassium Chloride 


if 
‘NATURETIN’® IS A SQUISE rraoenann. | 








IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 


ends of the vagus 


PRO-BANTHINE’ 
with DARTALE 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 








The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pros 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.pv. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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announcing” LimOvan” 


Brand of Prothipendy]l hydrochloride 


completely new calmative 





for the temperamental for the emotional 
older patient teen-ager 


Specifically developed for active patients in need of calming 
without the “‘slow-down”’ of sedatives or the hazards of 
many tranquilizers. «TIMOVAN” offers a new range of safety 
and effectiveness in the relief of tension in the ambulatory 
patient, notably the adolescent and the geriatric. Particu- 
larly valuable in conditions in which excessive emotional re- 
sponse complicates therapy, as in dermatoses and allergies.*4 








- : DOSAGE: One or two tablets three 

" Reduces excessive response to or four times daily. Depending on 

irritating stimuli. age of patient and severity of 

symptoms, dosages ranging from 

e -1< ; 100 mg. to 400 mg. daily (in di- 

Stabilizes the autonomic vided doses) have been used effec- 

nervous system. tively and safely. 

e . + : CONTRAINDICATIONS: Not to be 

Nonhy pnotic, yet Improves used in cases of acute alcoholism 
sleep pattern. or barbiturate poisoning. 


SUPPLIED: “TIMOVAN” No. 739 — 


°No sensitivity reactions 25 mg. tablets. No. 740 —50 mg. 


or toxicity reported. tablets. Bottles of 100 and 1,000. 
° ° REFERENCES: 1. Medical Records of Chemie- 
e Has not given rise to drug werk Homburg A/G. 2. Linke, H.: Munchen. med. 
Wchnschr. 100:969 (June 20) 1958. 3. Quandt, 
7 .J..Von rn, L., and Schliep, H.: Psychiat. 
tolerance even on prolonged use. Neurol, 135:197 (Mar.) 1958. 4. Medical Ree. 


ords of Ayerst Laboratories. 


» Nonaddictive. 
¢ Preferred to barbiturates. (amt AYERST LABORATORIES 


New York 16, N. Y. * Montreal, Canada 
6028 























from the film: SURGICAL REPAIR OF FACIAL LACERATIONS FOR OPTIMUM COSMETIC RESULTS, C. P. Vallis, M.D., Tufts Medical School and Lynn 
Hospital. Lynn, Mass. 16. mm., color, sound, 20 min. (Obtainable from Paul F. Macleod, M.D., Medical Director, Eaton Laboratories, Norwich, New York.) 


Lacerations: fight infection, facilitate healing 


Prevention of infection is important in minimizing disfigurement from 
traumatic lesions. Applied after wound closure, gauze, impregnated with 
Furacin Soluble Dressing is an ideal adjunct to fine surgical technic. 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, Furacin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


FURACIN 


brand of nitroturazone 
in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 


the broad-spectrum 
bactericide exclusively 





for topical use 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 








25 years 1s a long time 


When compared with the history of disease or the ex- 
istence of the profession of medicine, of course, 25 years 
is but a moment. But although alcoholism has afflicted 
man since first he drank intoxicating beverages, pro- 
gress in treating alcoholism is pretty much confined to 
the past quarter century. @ We at Shadel Hospital are 
proud to say that our history runs concurrently with 
that progress. In fact, many of the successful steps in 
treating alcoholics and in researching alcoholism were 
pioneered or perfected at Shadel Hospital. Complete 
medical care for alcoholic patients, conditioned reflex 
treatment, pentothal narcoanalysis and narcotherapy, all 
have long been a part of the Shadel program. And just 
recently Shadel research has developed methods of dif- 
ferential diagnosis of problem drinkers, a most useful 
aid to the busy physician, through the use of electronic 
computers. @ Now, as a further step toward better 
treatment and care of the alcoholic patient, Shadel Hos- 
pital is proud to announce an expansion of its facilities. 
A new hospital with increased accommodations and hay- 
ing approximately 50 beds will be opened in the spring 
of 1961. The new plant will provide even greater conven- 
ience to physicians and their patients. There will be no 
cessation of operation in the transition from the present 
hospital to the new quarters. We feel the new Shadel 
Hospital will presage another 25 years of progress in con- 
quering the disease of alcoh olism. 


SHADEL HOSPITAL ... DEVOTED EXCLUSIVELY TO THE TREATMENT OF ALCOHOLISM 
7106 35th AVE., S. W. & SEATTLE 6, WASHINGTON @ WEst 2-7232 
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Slow it 
down with 


SERPASI L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cisa) following conditions: mitral disease; myocardial infarction; 


cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 


syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 


SUPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 1] \ 
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ae emphasis is on 


PAIN RELIEF 


in sprains, strains, arthritis, rheamatism 


not only relieves pain but also relaxes taut muscles 


SAFE POTENT FAST 


SOMA 


(carisoprodol Wallace) 





Samples and literature on request 


® 
(if) WALLACE LABORATORIES, Cranbury, New Jersey 

















‘B.W. & Co.’ ‘Sporin’ Ointments 
tarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


! y® Broad-spectrum antibac- | 
terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 





brand Ointment efits of hydrocortisone. 








The combined spectrum 9° 
of three overlapping 

antibiotics will eradicate 

virtually all known top- 

ical bacteria. 


brand Antibiotic Ointment 


7 4 y® A basic antibiotic com- 
bination with proven 
effectiveness for the 
topical control of gram- 


brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 




















Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. s 5 mg. 
Hydrocortisone _ — 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and ¥% oz. Y% oz. and % oz. % oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 















inpneumonia 


... into a mixed culture of 
the four organisms 
commonly involved in 
bronchitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae and 
Staph. aureus (in this 
case a resistant strain) ... 
we introduce the five 
most frequently used 
antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
bronchitis .. . in all your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


Panalba °* 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first & resort 





The Upjohn Company 
Kalamazoo, Michigan 


*TRADEMARK, REG. U.S. PAT. OFF. 








weight kept down by diet—nutrition kept up by 


ATAB EC 


vitamin-mineral combination KAPSEALS® 
By supplementing the diet, NATABEC helps the gravida and nursing mother meet the-nutritional demands 
esa balanced formula of vitamins and minerals important 







of pregnancy and lactation. Each Kap " 
to the maintenance of optimum healt 


pals daily. Supplied: Natabec Kapseals are available 
in bottles of 100 and. st _ DETROIT 32, MICHIGAN PARKE-DAVIS | 
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INTRACRANIAL TUBERUCULOMAS — Experience with the 
Alaska Native Health Service Anchorage: 1954-59 


PERRY A. MEAD, M.D. 
ANCHORAGE 


The incidence of intracranial tuberculomata 
has markedly decreased in the past decade. How- 
ever, this infectious granuloma is a surprisingly 
common intracranial disorder and is seemingly 
endemic in many of the Alaskan natives (Indians 
and Eskimos). This is readily understood when 
one considers that Alaska has more tuberculosis 
disease percentage-wise than- the older States. 
Tuberculomas at one time (1889) were as frequent 
as primary neoplasms of the brain in children 
and comprised 13.6.percent of all adult brain 
tumors. In 1927 the incidence had fallen to 1.4 
percent in the U. S. 


Within recent times the incidence has re- 
mained high in Chile (15.9% in 1951), Spain (10% 
in 1948-50 by Obrador'), Portugal (6% in 1949), 
Ireland (5% in 1948), China (5.3% in 1958), and 
Alaskan Natives (35% 1954-59). The discovery of 
calcified cerebral tuberculomas amongst the 
Alaskan natives has occurred often by accident 
during the routine radiologic survey of a jaw- 
neck lesion, for example, that also included a 
portion of the skull. In two cases (Table I, Cases 
No. 1 and 2) mandibular x-rays revealed the sur- 
prising coincidental finding of a giant intracra- 
nial calcific mass (Figs. 1, 2, 3, and 4). Of the 
patients herein described one-half were known to 
have or have had extracranial tuberculosis. In 
the other half, signs of old healed primary tuber- 
culous complexes were found on their routine 
cnest x-rays. Other tuberculosis lesions had been 
treated surgically and/or with streptomycin, 
PAS, and INH within recent years or months. 
Moreover, before and after surgical removal of 
the tuberculomata the anti-tubercular drugs 
were used routinely. This approach has now re- 
cuced the complication of tuberculous menin- 
gitis to such a degree that neurosurgical treat- 
ment gives extremely gratifying results. In fact, 
we have been fortunate in a small series of six 
operated cases to have had no mortality and min- 
imal morbidity, such as an occasional post-opera- 
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tive convulsion (Case No. 3). The experience of 
other neurosurgeons, as mentioned by Bailey, in 
the pre-streptomycin era was on the whole dis- 
appointing, due to a mortality of over fifty per- 
cent in some series. Tuberculous meningitis was 
feared so much that many surgeons performed 
simple decompressive craniectomies rather than 
risk dissemination of the tubercle bacilli by an 
extensive intracranial extirpation of an infec- 
tious granuloma. 


In Alaska with its unique problems of native 
health the incidence of intracranial non-surgical 
tuberculosis parallels, or is greater than surgical 
tuberculous intracranial problems. This is men- 
tioned because there has been a number of cases 
in which the calcific lesion was too centrally 
placed in the brain for surgival removal (Case 
No. 6). This is in accord with Arseni? who states 
that tuberculous meningitis more frequently 
follows attempts at surgical removal of tuber- 
culomata adherent to the dura mater or adjacent 
to the ventricular walls than elsewhere in the 
brain. In the present series are included some 
instances of multiple calcific masses, in known 
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TABLE I 


OPERATIVE PROCEDURES AND RESULTS 
IN THIS SERIES 


\ 


Anti- Years 
Case Tuberculous Post- 
Wo. Age Sex Type of Operation Drug Therapy Operative End Result 
1. P.M. 18 M Right occipital osteoplastic Yes 3 Asymptomatic 
craniotomy 
2. VK 20 M Right frontal osteoplastic No a Seizures if fails to take drugs 
craniotomy 


S AL. 42 M Ventriculogram & L. Parietal Yes 4 One possible grand mal seizure 
osteoplastic craniotomy 


4. T.T. 22 M Left frontal oestoplastic Yes 3 Asymptomatic 
craniotomy 

5. HF. 24 M Right temporal Crown-Trephine No 3 Asymptomatic 
craniotomy 

6. J.C. 20 M Operation deferred (peri-ven- No 


tricular asymptomatic calcified 
mass not operable without risk) 


7. J.H. 62 F Left frontal osteoplastic No 2 Asymptomatic 
craniotomy 





Fig. 1 Fig. 2 


Case 1; Occipital calcific lesion, Case 1: A-P view 
right lateral view. 
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tuberculous patients, that allowed only the sur- 
gical excision of what was thought to be the most 
offending lesion that could be removed safely. 
According to reports from various field medical 
officers throughout Alaska other cases are known 
to exist from random skull x-rays seen with cal- 
cific intracranial lesions without the patients 
having symptoms. In other cases the presence of 
coexistent active extracranial tuberculous lesions 
has prevented neurosurgical treatment of the 
intracranial tuberculoma; yet did not seem to 
cause more than a month’s delay in the decision 
to perform cranial surgery. 


The clues which led to the discovery of in- 
tracranial calcific tuberculomas in this repre- 
sentative group of seven patients were as follows: 


1. Masses in the neck or mandible: Scrofu- 
lous lesions in two (Cases No. 1 and 3) and 
large sebaceous cyst in one (Case No. 2) 
requiring xrays that unexpectedly re 
vealed a portion of the intracranial cal- 
cific lesion. 


2. Uncontrolled focal motor seizures and rou- 
tine skull xrays revealing the calcific mass 
in four (Cases 4-7). 


In only one of the surveyed patients, both 
surgical and non-surgical, was there noted a cal- 
cific mass in the posterior fossa. Cho Yi-Ch’Eng4 





Fig. 3 


Case 2: Lateral view 
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agrees with most authors on this subject in re- 
porting a higher incidence of infratentorial than 
supratentorial tuberculomata. It is of interest 
that in a recent series of ten cases in Panama by 
Gonzales-Revilla5, no calcific lesion was noted. 
In this regard, the patient with the largest (Case 
No. 3, Figs. 5-10) in this series had no calcifica- 
tion in his giant tuberculoma. Most series of 
cases have lesions in the posterior fossa as did 
those described by Descuns§. The microscopic 
pathology of calcified intracranial tuberculoma 
has been described by Evans? to include true os- 
sification (cancellous bone formation). This was 
noted in four of the five calcified tuberculomas 
removed in this group (Table II). Pendergrass® 
has noted a low incidence of calcified tuberculo- 
mas in a general survey of the radiological signs 
of these lesions. The serrated lace-like configura- 
tion of the irregular margins of these masses as 
described by Pendergrass corroborates the x-ray 
finding of the calcareous lesions noted on the 
routine skull x-rays made in this series. However, 
these lesions have not been located adjacent or 
adherent to the dura mater, as seen in other 
series, but the greatest number have been sub- 





Fig. 4 


Case 2: A-P view 
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Fig. 5 


Case 3: A-P Ventriculogram. 
Lesion on left. 


cortical as one can see by noting the accompany- 
ing skull x-ray photographs (Figs. 1 - 4). 


CASE REPORTS 


Case 1. Asymptomatic Calcified Tuberculo- 
ma—P. M., an 18-year-old Indian was admitted to 
the hospital April 16, 1957, because of a mass in 
the right neck of one month duration. Anti- 
tuberculous drugs were given because of a pre- 
sumptive diagnosis of tuberculous adenitis. The 
neck lesion subsided in size after treatment of 
about six weeks. 


A lateral x-ray of the cervical spine for evalu- 
ation of the neck mass included a portion of the 
skull on the film which revealed a large calcific 
mass in the occipital region. Routine skull x-rays 
(Figs. 1 and 2) were obtained and showed the 
occipital calcified mass to be on the same (right) 
side as the neck lesion. Chest x-rays showed evi- 
dence of old healed pulmonary tuberculosis. 


Decision for removal of the right occipital 
mass was made after the patient had a regression 
of his probable tuberculous adenitis from anti- 
tuberculous drug therapy. Hence, on July 12, 
1957, a right osteoplastic craniotomy was per- 
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Fig. 6 


Case 3: P-A Ventriculogram 


formed and a subcortically placed calcific mass 
measuring 3x5x7 cm. was removed in toto. Mod- 
erate difficulty was encountered during the ex- 
posure of this lesion from bleeding via the trans- 
verse sinus, otherwise enucleation of the neo- 
plasm was relatively easy to dissect away from 
the surrounding normal appearing brain. 


TABLE II 
PATHOLOGIC CHARACTERISTICS 

Case Surgically 
No. Calcified Removable Ossified Caseation 
3. Fae. 7 Yes 0 0 
2. V.R. ; Yes + 0 
3. A.C. 0 Yes 0 ; 
ae + Yes + 0 
5. H.F. 7 Yes + 0 
e Fx. + on x-ray No ? ; 
7. J.H. + Yes + 0 


The patient’s post-operative course was un- 
complicated and no visual field defect was de- 
tectable by perimetric examination. Pathologic 
microscopic examination revealed a non-ossified 
calcific tuberculoma. He was continued on anti- 
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Fig. 7 


Case3: Preoperative 
ventriculogram 


tuberculous drugs and returned to his village 
August 7, 1957, on the 26th post-operative day. 


Comment—This case was presented to show 
how active extracranial tuberculous disease re- 
quired treatment before it was thought safe to 
remove an apparently asymptomatic intracranial 
tuberculoma. The election of operative removal 
of this “silent” lesion was based on the fact that 
the brain lesion may be slowly enlarging because 
of the active tuberculous adenitis. With this pos- 
sibility operation had best be performed while 
the patient was at a general hospital where neu- 
rosurgical care could be given rather than wait 
until the lesion is causing pressure symptoms or 
other complications, for example, while he was 
at his remote village. 


Case 2. Symptomatic Calcified Tuberculoma. 
V. R., a 20-year-old Indian was admitted to the 
hospital November 23, 1956, because of a mass in 
the right submandibular region of his neck of four 
months duration. He had been admitted previ- 
ously for left focal motor and grand mal convul- 
sions of eleven years duration, but there had 
never been a so-called convulsive disorder work- 
up to include skull x-rays. Mandibular x-rays on 
November 21, 1956, showed no jaw lesion but did 
accidentally show a right frontoparietal intra- 
cranial calcific mass measuring 2.5x3.5x6 cm. 
Skull x-rays were obtained November 23, 1956 
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(Figs. 3 and 4) to better evaluate the lesion. Chest 
x-ray November 23, 1956, showed no signs of tu- 
berculous activity. 


It was later proved that the submandibular 
lesion was a large sebaceous cyst and not a large 
caseous tuberculous mass. Therefore, because of 
his seizure problem not being adequately con- 
trolled in the hospital on ordinary doses of Dilan- 
tin and phenobarbital, a right frontal osteoplastic 
craniotomy was performed January 18, 1°57, and 
the subcortically placed calcific mass was re- 
moved in one piece. Post-operative anti-convuls- 
ant therapy was given and he remained seizure- 
free until he was dismissed February 4, 1957. 
Pre-operative spasticity of the left hand was 
modified to a flaccidity and paresis that gradu- 
ally improved. His spastic left hemiparetic gait 
was unaltered. 


Pathologic examination revealed the lesion 
to have characteristics of an ossified tuberculoma. 
He has done well regarding his problem with 
seizures unless he forgets to take his Dilantin 
and phenobarbital or consumes alcoholic bever- 
ages that precipitates seizures prompting short- 
term hospitalizations. 


Commenit—This is another case where the 
accidental finding of the source of a chronic neu- 
rological disorder occurred by evaluating the pa- 
tient for another problem (neck lesion). It is likely 
that more patients exist of this type in Alaska 
when one considers how such lesions can be over- 
looked, that is by failure to get routine skull 
x-rays on convulsive disorder patients. 


Case 3. Symptomatic Non-Calcified Tubercu- 
loma. A. C., a 42-year-old Indian was transferred 
from a village mission hospital on October 31, 
1955. He had experienced bi-frontal headaches 
for two months accompanied by weight loss plus 
early morning nausea and vomiting. There was 
some impairment of vision in the right half of 
both visual fields subjectively and a right ho- 
monymous hemianopsia was found on confronta- 
tion testing. A history of nodes excised bilater- 
ally from the anterior and posterior cervical 
chains six years earlier was surmised to have 
been for tuberculous adenitis. No papilledema 
existed. However, retinal vein distention was 
noted O. D. plus loss of the physiologic cupping 
of the optic nerve, O. S. 


Skull x-rays revealed marked thinning of the 
posterior clinoid processes. Chest x-ray showed 
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Figues 8 & 9 


Case 3: Postoperative ventriculograms 


no sign of tuberculosis. Spinal fluid examination 
was deferred. On November 8, 1955, a ventriculo- 
gram (Figs. 5-7) revealed signs of a large left 
parietal expanding lesion. This procedure was 
followed by an osteoplastic left parietal craniot- 
omy and subcortical excision of a relatively avas- 
cular ovoid mass measuring 5x6x8 cm. Patho- 
logic examination of the lesion revealed a caseous 
granuloma with giant-cell formations in keeping 
with a tuberculoma. 


The patient was given Dihydrostreptomycin, 
INH, and PAS during his post-operative course. 
He had no complications and seemed to have less 
and less right homonymous hemianopsia. He was 
returned to his village to resume operation of his 
small general store on January 10, 1956. 


The patient was returned April 6, 1956, be- 
cause of supposed bizarre behavior that was prob- 
ably confused by his fellow villagers’ overcon- 
cern for his post-operative welfare. Also, it was 
thought that the patient might seem different to 
those uninformed about his right homonymous 
visual field defect. He was returned to his village 
and readmitted September 20, 1956, because of a 
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grand mal seizure with post-ictal disorientation 
and confusion on report by the mission hospital 
physician in a neighboring village. The patient 


‘seemed unchanged except for his visual field 


defect persisting. A repeat ventriculogram (Figs. 
8-10) on December 11, 1956, was performed show- 
ing the cavity that remained following removal 
of his left parietal tuberculoma with no sign of 
other intracranial expanding lesion present. He 
was dismissed with Mebaral 32 mg. t.i.d. as anti- 
convulsant medication and no report of further 
seizures is available. 


Comment—This represents a case where the 
history is shorter than with the patients having 
calcific tuberculomas. It is apparent that the 
large size obtained by this lesion without calcify- 
ing was probably due to less resistance to the 
tubercle bacilli than the other patients. 


CONCLUSION 


In Alaska the incidence of intracranial cal- 
cific tuberculomas is higher than other tumors 
of the brain in the Alaskan Native. They are 
more prevalent in the third decade of life. The 


ALASKA MEDICINE 























. Fig. 10 


Case 3: Postoperative 
ventriculogram 


duration of symptoms may vary from three 
months to many years. Some patients are asymp- 
tomatic and the lesion is discovered only by acci- 
dent. Occasionally the lesions are so located in the 
brain as to defy surgical removal. The decision to 
remove some lesions may depend on the patient’s 
sociological status and his proximity to adequate 
medical supervision during the follow-up period. 
Anti-tuberculosis drugs played a great role in pre- 
venting the postoperative complication of tuber- 
culous meningitis. It was thought that the intense 
calcification in four of the patients, as evidenced 
by the radiopaque density on the skull x-rays plus 
the amount of calcareous hardness of the surgical 
specimen, made it less likely that these patients 
would have had post-operative tuberculous men- 
ingitis. 
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FIVE CASES OF HYDATIDIFORM MOLE IN ESKIMO WOMEN 
OF THE KUSKOKWIM REGION 


WILLIAM H. BROWNLEE, M.D., USPHS 
BETHEL 


Hydatidiform mole is an infrequent form of 
pregnancy which poses problems in diagnosis 
and management. Despite a wide acquaintance 
with the signs and symptoms of hydatidiform 
mole and increasing use of quantitative biologic 
tests for chorionic gonadotropins, the passage of 
a hydatidiform mole frequently comes as a sur- 
prise to the obstetrician. Five cases are presented 
in detail. They represent five Eskimo women 
from the Kuskokwim Region in Alaska who were 
seen at the Alaska Native Hospital in Bethel. 
Four of these cases were seen within a period of 
eight months, while one was seen in 1954 by one 
of my predecessors. 


The Alaska Native Hospital at Bethel is 
located about 500 air miles west of Anchorage, 
and is a 55 bed general hospital that offers medi- 
cal services to the 12,000 Eskimo of the Kuskok- 
wim Basin Region. These services are offered un- 
der auspicies of the United States Public Health 
Service which employs a staff of 92 persons in- 
cluding one resident dentist and three resident 
physicians. I served as Medical Officer in Charge 
from July 1957 until March 1959. 


The out-patient department of the Alaska 
Native Hospital at Bethel is a very active one; 
for in the busy summer months after the ice has 
gone out of the Kuskokwim River, the physicians 
examine approximately 2,000 patients a month. 
The Pre-natal Clinic is well attended by the Eski- 
mo women; and despite the fact that distances are 
very great in this large country and means of 
travel are uncertain, most of the women have 
their babies at the hospital. Approximately 250 
deliveries a year occur at this hospital. For fur- 
ther pertinent information concerning a rather 
interesting mode of follow-up contacts on our 
patients by radio may I refer you to the well 
written article which appeared in the October 
6, 1958 issue of Time Magazine. 
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The first case, C. G. a 35 year old Eskimo 
woman, was admitted to the Alaska Native Hos- 
pital at Bethel on March 21, 1954. She stated that 
she had noted since Christmas 1953 an increasing- 
ly large lump in her lower abdomen. This lump 
was not actually painful, but when she stood up 
or walked, she felt as if everything “was going 
to come out.” She had felt nauseated frequently 
and vomited occasionally before admission. She 
had a normal menstrual period in November 1953 
but had intermittant spotting in January, Feb- 
ruary, and March 1954. She thought she had lost 
weight since Christmas due to her loss of appetite 
and her nausea. She did not believe that she was 
pregnant. Her youngest child was 4% years at 
that time and she had two other children as well. 
Initial examination revealed a slender, middle- 
aged Eskimo female who was very cooperative 
and did not appear acutely ill. Examination of 
the abdomen revealed a globular mass in the low- 
er abdomen arising almost to the level of the 
umbilicus. This mass was freely movable. A 
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pelvic examination revealed a very irregular 
cervix, very “meaty” looking and triable. The 
uterus seemed to be enlarged to about four 
months of pregnancy and the uterus was freely 
movable. ‘lhe impression from the total history 
and physical was that of early pregnancy of four 
months, with the possibility of cancer of the 
cervix to be ruled out. Hemoglobin was 9.1 gms%. 
X-ray of the abdomen on admission failed to re- 
veal fetal parts; but it was felt that the film was 
overexposed, so that it was possible that this may 
have obscured the bony outiine. Another fi:m 
failed to show any evidence of fetal skeleton. 
Chest x-ray gave the impression of moderately 
advanced pulmonary tuberculosis. On March 22, 
1954 a biopsy was taken at three sites from the 
cervix and serum was sent for a pregnancy test. 
The cervical biopsy was reported as “chronic en- 
docervicitis.” The pathologist added that the 
“stromal cells and secretory activity present are 
compatible with, but not diagnostic of progest- 
erone stimulation as seen in pregnancy.” On 
April 6, 1954 the patient began having cramps in 
the lower abdomen and vaginal bleeding. A pel- 
vic examination showed a spongy mass in the 
cervix and vagina. This was pulled out and 
handfuls of material were obtained. This was 
almost like cement, according to the description 
in the chart, with small cystic masses connected 
by fibrous strands. The clinical impression at 
that time was hydatidiform mole. Since the 
patient continued to spot vaginally. a dilatation 
and curettage was carried out and a large amount 
of necrotic material was removed, which showed 
microscopically benign hydatidiform mole. At 
that time the report of her sputum specimen re- 
turned from the laboratory as positive for tuber- 
culosis. The patient was sent home after 34 days 
of hospitalization to await transfer to a sanatori- 
um. Eventually this woman returned to her home 
in Hooper Bay, Alaska, and never had another 
pregnancy. 

The next case is that of G. B., a 21 year old 
Eskimo woman from Hooper Bay who had her 
first admission to the Alaska Native Hospital at 
Bethel on March 20, 1958. Mr. John Gordon, the 
teacher in charge of the school at Hooper Bay, 
had been present when this woman was delivered 
of a hydatidiform mole in the village five days 
previously. The specimen was sent to us in a 
large pickle jar two days afterwards by Mr. Gor- 
don with the statement that he had never seen 
anything like this and could we tell him what 
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it was. Her village was contac.ved by radio, ana 
sue was called in to the nospitai tor study since 
caere nad been consideraoie post-partum bieea- 
ing associated with the delivery. However, at the 
tume of admission, the patienc had been doing 
weil and had no complaints except for weakness. 
A review of her pre-natal clinic records showed 
tnat she had been seen on February 13, 1958 at 
which time her uterus was enlarged to two 
months size, and no movement was noted at that 
tume. She was gravida IiI with one miscarriage 
and one living baby. No information as to the 
type of miscarriage was available. The record 
further revealed that the patient had complained 
of pains in her stomach, side and hips. She had 
had a rather sharp pain in her right upper quad- 
rant and across the upper abdomen which had 
lasted about 30 minutes each time it occurred. 
She had had the same pain with her abortion 
four months prior to the visit. She had thought 
that she might be pregnant since her last men- 
strual period was early in December 1957. This 
pain had no relation to eating fatty foods. She 
stated that she had had the pain almost daily 
from September 1957 until Feruary 13, 1958 when 
she was seen in the clinic. No nausea or vomiting 
or change in bowel habits or appetite was noted. 
Physical examination revealed the uterus to be 
enlarged consistent with a two months pregnancy. 
On March 26, 1958, because of continued vag- 
inal bleeding, a dilatation and curettage was 
done under spinal anesthesia. The uterus was 
carefully sounded and the cervix dilated. The 
dull curette was used, producing a large amount 
of tissue including definite hydatid “grapes”. She 
made an uneventful recovery and was discarged 
on April 1, 1958. In May 1958, after considerable 
difficulty in getting a blood specimen from her 
in her isolated village, gonadatropin and Fried- 
man tests were done and were negative. On Dec. 
11, 1958 on a field trip to Hooper Bay, I perform- 
ed a pelvic examination and found the patient 
to be about three months pregnant again. On 
March 6, 1959 radio contact with the village re- 
vealed that the patient appeared to be having a 
normal pregnancy with definite fetal movements. 

The next case E. A., a 23 year old Eskimo 
woman from the very isolated village of Nigtmute 
was admitted for the second time to the Alaska 
Native Hospital at Bethel on April 22, 1958. She 
claimed to be about six months pregnant and had 
been well until about seven weeks before her ad- 
mission at which time she noted the onset of 


Page 77 








vaginal bleeding with clots on occasion. There 
was no passage of tissue at any time. The bleed- 
ing had been continuous but variable in amount. 
She noted back and bilateral lower abdominal 
pains for about three weeks before admission. 
She further admitted to frequency of urination, 
as well as some distress upon passing her urine, 
and weakness. She thought that she had felt 
fetal motion “sometimes.” There had been no 
swelling of the ankles. She had been delivered of 
a normal female infant spontaneously on Feb- 
ruary 22, 1956. She had an uneventful post-partum 
observation period in the hospital at that time. 
On March 9, 1958 she was seen in our out-patient 
department and had complained of intermittant 
epigastric pain of two years duration which was 
worse of late and unrelated to food. Physical ex- 
amination was essentially negative at that time 
except for the comment by the clinic physician 
that she was three months pregnant, and she 
was given tincture of belladonna and elixir of 
phenobarbital for home treatment. On admission 
physical examination revealed her to be a fairly 
well-developed and well-nourished Eskimo wom- 
an who looked pale but otherwise in no distress. 
The temperature was 99.8°, the pulse 110, and the 
blood pressure 124/86. There was minimal costo- 
vertebral angle soreness on the left. The fundus 
was enlarged to two finger breadths above the 
umbilicus. There were no fetal parts palpable and 
no fetal heart tones were heard. There were no 
other enlarged organs to palpation, but a uterine 
souffle was easily heard in the right lower quad- 
rant. Bi-manual examination revealed a soft mass 
presenting anterior to the cervix. No fetal parts 
were felt on vaginal examination. Dark blood was 
noted in small quantities in the cervical os and 
vagina but no tissues were present. The examin- 
ing physician felt that the patient represented a 
case of threatened abortion with a question of 
placenta previa and premature separation. The 
hemoglobin was 8.2 gms. %. White blood cell 
count 4100 mm3. There was 1+ albuminuria. The 
patient continued to soil pads with dark bloody 
stain. Cramping and abdominal pain began on 
May 5, 1958. Vaginal examination at this time 
showed a small amount of molasses-like material 
in the cervical os and the vaginal canal. On May 
12, 1958 she passed two small c'ots. Her blood 
pressure was then 150/90, but her pulse was 120; 
and another physician then noted that there were 
no fetal parts on examination. The hemoglobin 
had dropped to 7.7 gms. %. A flat plate of the 
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abdomen was then taken and showed no evidence 
of bony structure. A diagnosis of hydatidiform 
mole was made. Accordingly, on May 14, 1958, 
she was taken to the operating room and a dila- 
tation and curettage was done, producing a large 
amount of gray black clusters of tissues, typical 
of hydatidiform mole. She was given a blood 
transfusion. She did well following this proce- 
dure and was discharged after a total of 22 days 
hospitalization. The pathologist confirmed the 
presence of hydatidiform mole. She was given 
instructions to avoid pregnancy for at least one 
year, and she was to get follow-up Friedman 
tests and quantitative gondotropin hormone 
levels at two weeks and six weeks from the date 
of discharge. She was instructed to return to our 
out-patient department for a repeat pelvic ex- 
amination within six weeks. However, due to the 
extreme isolation of her village she was not seen 
again nor were we able to obtain further blood 
studies. On Septmber 25, 1958 the vil'age of 
Nigtmute contacted me by radio and stated that 
the patient was very ill. There was a history of 
having been bleeding vaginally since September 
6, 1958. And then, on September 21, 1958, she 
had developed fever, severe headaches, and chest 
pain and had began vomiting dark bloody-like 
material 24 hours before her death on September 
25, 1958. I took a “bush” plane to the village for 
the purpose of doing an autopsy, but on arrival 
at this isolated village the superstitious family re- 
fused permission for the post-mortem examina- 
tion. I was shown her body as it was lying fully 
clothed in winter furs and parka hood in her 
little hut. Subsequently, I received a letter from 
the teacher in this village of Nigtmute, indicat- 
ing that the reason for the refusal for the post 
mortem examination was that the native shaman 
(medicine man) had stuck a knife into her ab- 
domen “to let the pain out.” Apparently this is 
their standard treatment for pain! 


The fourth case is that of J. N.. This 23 year 
old Eskimo woman from the village of Nunaput- 
chuk presented herself at the Alaska Native Hos- 
pital in Bethel, on September 24, 1958 as an 
emergency case because of severe vaginal bleed- 
ing. She was referred in from the Radio Clinic. 
The history was necessarily brief. Her last men- 
strual period was about three months prior to 
admission. She had started to bleed vaginally 
on September 22, 1958 at home. She stated that 
she had changed pads three to four times a day 
(but it was noted on admission that she had a 
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blanket wedged between her thighs for a pad at 
that time!). She stated that she was weak and 
that she had passed two large clots on the morn- 
ing of admission. This was her first hospitaliza- 
tion. Physical examination upon admission re- 
vealed a well-developed thin Eskimo woman who 
was very pale, sweaty and weak looking. The 
blood pressure was 104/64 and the pulse was 140. 
The mucous membranes were very pale. The 
heart rate was very rapid but otherwise no ab- 
normalities were noted. The uterus on abdominal 
palpation was enlarged to approximately five 
and one-half months. No fetal heart tones could 
be heard. Dark red blood poured from the 
vagina initially on examination and then a soft 
material was palpated. When the speculum was 
inserted, the cervix was found to be dilated four 
to five cm. and the material appeared to be that 
of placental tissue in the os. The initial impres- 
sion from this examination was “placenta previa 
100%, placenta abruptio as a possibility, and 
third, probable incomplete abortion.” A new phy- 
sician on our staff had done this examination and 
had not had the advantage of our recent exper- 
ience with hydatidiform mole. On admission she 
had 3.4 gms.% of hemoglobin and a white blood 
cell count of 15,000 mm3. She was given three 
units of blood. A flat plate of the abdomen re- 
vealed no evidence of fetal parts. The patient was 
taken immediately to the operating room, and a 
manual removal of a hydatidiform mole was done. 
The uterus was then carefully scraped using blunt 
curettement and a vaginal pack was placed to 
control the bleeding. This pack was removed six 
hours later, and no bleeding followed. She made 
an uneventful recoverv and was discharged to 
be followed in the out-patient department. The 
tissue specimen report confirmed the diagnosis 
of hydatidiform mole. She returned to her home 
on October 16, 1958 only to begin bleeding again 
and was readmitted on November 20, 1958. A 
dilatation and curettage was done revealing nor- 
mal endometrium in the proliferative phase. The 
hemoblobin was 13.6 gms.% at this time. On 
December 12, 1958 a urinary gonadotropin hor- 
mone level was negative. She was treated for 
incidental tapeworm infestation in January 1959 
at which time another negative gonadotropic hor- 
mone study was obtained. 


The last case in our series was that of F. A. 
This 21 year old Eskimo woman from Hooper 
Bay was first admitted to the Bethel hospital 
on October 11, 1958 because of vaginal bleeding 
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of two months’ duration. She had missed June 
and July periods, stating that her last menstrual 
period was May 16, 1958. Her expected date of 
confinement would have been February 22, 1959. 
She apparently began to flow early in August. 
She flowed daily from the onset of bleeding but 
had no cramps. There were no clots passed until 
October 9, 1958. She noted that the flow was most- 
ly at night filling about two pads daily. She was 
seen in the out-patient department on August 7, 
1958 because of heavy bleeding and was ordered 
to bed for five days. She was a gravida I, para 0. 
In October she was observed for eleven days as 
an in-patient at which time it was discovered that 
she had a hemoglobin of 8.5 gm. %. A flate plate 
failed to reveal fetal parts, yet her uterus seemed 
to be enlarged to about five months or more. It 
was my feeling at this time that she might have a 
hydatidiform mole, and she was discharged for 
follow-up care in the out-patient department. She 
returned a month later claiming that she had 
felt fetal movements up to the time of her admis- 
sion but not since then. She had not passed any 
tissue and by history she was not felt to be as far 
along as she appeared to be upon physical exam- 
ination. My diagnosis on second admission was 
hydatidiform mole.. The patient had been treated 
for tuberculosis in a sanatorium. On clinical ex- 
amination now there was some disagreement 
among th other physicians examining the patient 
as to just what the diagnosis might be. The 
abdomen appeared to be enlarged to 6% months 
according to one examiner, but another examin- 
er felt that she was only five months pregnant. 
No fetal heart tones were heard and no fetal 
parts were palpable. No fetal movements were 
observed. Direct vaginal examination revealed a 
hard cervix opened about 0.5cm. with dark blood 
in the vaginal canal. It was the feeling of one 
of the doctors that this case represented one of 
threatened abortion. The hemoglobin was 10.6 
gms.% on admission with a white blood cell 
count of 13,000 mm3. A flat plate on admission 
again failed to reveal fetal parts. On November 
19, 1958, the patient reported that she was having 
pains everv 15 minutes but uw incteéase in the 
amount of bleeding. On November 20, 1958, she 
was taken to the operating room for a sterile 
pelvic examination. A spinal anesthetic was 
given and a dilatation and curettage was carried 
out, with the removal of a degenerated appearing 
mass, placental-like in appearance with many 
“grapes” attached to it. It had a very foul odor 
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to it, and since the patient was febrile a course 
of penicillin was started. The pathologist con- 
firmed the clinical impression of hydatidiform 
mole. On November 20 at time of dilatation and 
curettage a blood test for a gonadotropin level 
was taken and the hemoglobin was 11.0 gms.% 
and the white blood cell count 25,000 mm3. 
The patient made an _ uneventful recovery 
and was discharged on November 23, 1958, to be 
followed in the out-patient service. On December 
15, 1958, she had a repeat pelvic examination 
which was negative and the patient was given a 
contraceptive and was told not to get pregnant 
for the next year. Another gonadotropin study 
was done on December 12, 1958, and revealed a 
strongly positive test in undiluted serum but a 
weaker positive reaction in 1 to 100 dilution. A 
repeat gonadotropin hormone level on January 2, 
1959, revealed all dilutions negative. On Jenuary 
22, 1959, the Friedman test was negative. The 
first gonadotropin level was never reported. Our 
last report on her was in January, 1959, over the 
Radio Clinic, at which time she had been doing 
well in the village of Hooper Bay. 

Reference to the literature on this subject 
reveals that the disease is relatively rare, occur- 
ring in one out of every 2,000 pregnancies. The 
fact that three cases occurred in the village of 
Hooper Bay with a population of 500 makes a 
most unusual and remarkably high incidence. 
The other interesting fact that four of these 
cases occurred within eight months made it al- 
most appear epidemic in form to this writer. 
These cases would then represent approximately 
40 years of cbstetrical experience at the Alaska 
Native Hospital in Bethel on the basis of the 
usual incidence rate. Further, these patients 
demonstrated the difficulties in diagnosis of this 
condition except where a high index of suspicion 
exists. Our rate of successful diagnosis will be 
improved if two aspects of this disease are al- 
ways kept in mind: First, hydatidiform mole rep- 
resents a genuine though abnormal pregnancy 
but may differ from the normal in degree and 
time of occurence. The uterus may be softer than 
normal and, as in our cases, enlarges with un- 
usual rapidity. And second, there will be varia- 
tions in the signs and symptoms of pregnancy. 
Bleeding is frequent and should arouse suspicion 
of the presence of a hydatidiform mole. 

Review of the literature shows that the 
chance of any pregnancy being molar in character 
increases in older age groups, so that in women 
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over the age of 40 any pregnancy accompanied 
by abnormal symptoms should be regarded with 
suspicion. However, our four recent cases were 
all young women. But bleeding definitely is the 
major symptom in cases of hydatidiform mole 
and was a prominent symptom in all our cases. 
It is essential in treating these cases that there 
should be a prompt and compete evacuation of 
the uterus, which in most cases can be sucessfully 
accomplished by curettage. Careful follow-up 
examination, with frequent biologic tests, are 
important in the early detection of chorioadeno- 
ma destruens and choriocarcinoma. The former 
condition may be found in approximately 10% 
of the cases and the latter condition, immediate 
or remote, complicates 2 to 3% of all hydatidi- 
form moles. 

The third hazard of this condition of sub- 
involution of the uterus due to retention of mole 
tissue, which together with the invasive hydati- 
difom mole, become manifest within the first two 
to three months after the original passage of the 
tissue, and generally with the same symptoms. 


SUMMARY 

In conclusion, then, five cases of hydatidi- 
form mole found among Eskimo women of the 
Kuskokwim Basin, three of whom were from a 
small population of 500 in the village of Hooper 
Bay. Alaska and four of the cases occurring with- 
in eight months at the Alaska Native Hospital, 
Bethel, Alaska, have been reviewed. The un- 
usually high incidence for a total of 12,000 Eski- 
mos has also been brought to the reader’s atten- 
tion. This represents the incidence expected in ap- 
proximately 40 years of this unusual obstetrical 
condition. Classical clinical symptoms of this con- 
dition have been demonstrated in these cases. 
Briefly, the treatment and importance of care- 
ful follow-up examinations have been stressed. 
No light was shed as to the etiology of this con- 
dition. 


REFERENCES 

1. Principles and Practices of Obstetrics. De Lee 
& Greenhill. 

2. Novak, E. — Pathological Aspects of Hydatidi- 
form Mole and Choriocarcinoma, - Gyn. 59: 
1355—1370 1950. 

3. Hertig, A. T. & Sheldon, W. H. — Hydatidi- 
form Mole, - Gyn. 53:1 1947. 

4. Douglas, G. W. — The Diagnosis and Manage- 
ment of Hydatidiform Mole, Surgical Clinics 
of North America, April 1957, 379-391. 


ALASKA MEDICINE 





PRINCIPLES IN THE CARE OF HAND FRACTURES 


ADRIAN E. FLATT, M.D., F.A.C.S., F.R.C.S. (Eng.) 


PART TWO 
OPEN FRACTURES 


“Hand surgery is reduced to its worst if 
indications are based on separate considera- 
tions of any particular structure” — Rank & 
Wakefield (1953) 


It is of the nature of the hand to suffer com- 
pound injuries. There is such an extensive and in- 
tricate mechanism packed in the small space 
between the skin and skeleton of the hand that 
bony injury must be associated with soft tissue 
damage. Since many of these injuries are of the 
compression type, there is depth to the soft tis- 
sue damage and the cover is often destroyed. 


In some cases the soft tissue damage is rela- 
tively slight but in others it is frequently of 
greater importance than the actual fracture. 
Severe damage to the tendons and the neurovas- 
cular bundles may so cripple a finger that even 
if the skin wound could be closed and the frac- 
ture reduced, the best result that could be an- 
tipated would be a stiff insensitive skin cylind- 
er containing a healed fracture. Discretion is the 
better part of valor in such cases and immediate 
amputation will produce a quick and satisfactory 
result. Wholesale amputations are not justified 
but treatment must be related to the hand’s oc- 
cupation, and it is unprofitable for the patient to 
spend many days in the production of a finger 
which he will not use and which may even be a 
hindrance to him in his work. 


In all cases treatment must be planned to 
provide intact skin cover, restore continuity of 
the other soft tissues and place the fractured bon- 
es in the Functional Position. The restoration of 
skin cover is of paramount importance and must 
take precedence over the fracture. Good care of 
soft tissues inevitably leads to good treatment of 
the fracture since in both instances. the hand 
must be placed in the Functional Position. 
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DEBRIDEMENT 
SKIN COVER 


The arbitrary and inviolate time limit of 
six hours for the closure of compound wounds 
is not applicable to hand injuries. There is virtu- 
ally no open fracture of the hand which cannot 
be closed primarily following correct debride 
ment. Basic surgical principles cannot be ignor- 
ed and all obviously dead and grossly contamin- 
ated tissues must be excised. Debridement must 
be done with care—wholesale excision of tissues 
is prodigal and the hand will not respond kindly 
to such treatment. The primary aim in all treat- 
ment must be to establish complete skin cover 
for the whole area. Excision of the skin edges 
should therefore be minimal and only obviously 
dead tissue should be removed. If, following this 
excision, the edges of the wound do not meet 
without tension, there is no alternative but to 
apply a split-skin graft to the defect. Swelling of 
the wound during the first few days must be an- 
ticipated and even if the wound edges can be 
brought together by mild tension, it is wise to 
anticipate this swelling and use a skin graft to 
close the defect. Neglect of this principle will 
produce infected wounds in which the edema 
has torn out skin sutures and allowed surface 
contaminants to invade the underlying bone and 
soft tissues. 


The ultimate functional result of a hand in- 
jury is decided by the efficiency of its primary 
care. If the hand is allowed to fall into a non- 
functional position in the early weeks of care 
subsequent rehabilitation may prove impossible. 
The size and shape of the skin defect must be as- 
sessed with the hand held in the Functional Po- 
sition. In some injuries the destruction of the 
hand is so gross that one is tempted to use a skin 
flap instead of a free graft to provide the skin 
cover. Such a procedure seems easy, but in fact 
the use of a skin and fat pedicle can produce 
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many complications. Principal among these is 
the difficulty of maintaining the hand in the cor- 
rect position during the two to three weeks need- 
ed for the skin flap to consolidate. A skin flap 
cannot survive unless the subcutaneous fat, in 
which run the blood vessels, is moved with it. The 
hand contains very little fat and a flap should 
therefore carry little fat. The most suitable area 
from which to obtain such a flap is the infraclavi- 
cular region. Unfortunately, both sexes resent 
scars in this area and fashion dictates the subum- 
bilical area as the donor site. The subcutaneous 
fat in this area is metabolic storage fat and re- 
tains this function after transfer to the hand. 
The fat is, in fact, parasitic and should the patient 
subsequently become obese the hand also will 
swell. (Figure 12). 


Fig. 12 


The fat in an abdominal flap is parasitic. It is, and 
will always remain, metabolic fat. These pictures 
show how the fat beneath the flap will keep pace 
with a patient’s protruding abdomen. ‘ 


An additional complication of using skin 
flaps is the risk of infection occurring in the 
subcutaneous fat. This fat has a poor blood sup- 
ply and exceptionally thorough debridement is 
needed to reduce this risk. Should infection oc- 
cur a draining sinus will remain open for many 
weeks (Figure 13). Thus extensive scarring is 
liable to occur and the main objective of provid- 
ing primary skin cover to prevent scar formation 
has been defeated. 
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Fig. 13 


The use of skin flaps as primary cover on major hand 
injuries incurs the risk of infection develoning in the 
subcutaneous fat. In this case, a low grade infection 
developed in the fat and drainage continued for many 
weeks. 


NEUROVASCULAR DAMAGE 


Vessels 


If a digital artery is cut, both ends should 
be ligatured with the finest catgut obtainable. If 
both arteries are cut the finger cannot survive 
and must be amputated. Arterial damage within 
the palm is not important. The anastomotic sys- 
tem is so extensive that major vessels can be 
ligated without fear of inadequate arterial sup- 
ply. In young people the hand will survive 
even if both the ulnar and radial arteries are 
tied off. In middle aged and older groups the 
hand can siill su~vive when both these vessels 
are lost, but the intrinsic muscles, which are par- 
ticularly sensitive to lack of blood supply, will 
usually become fibrotic. 


Although little can be done surgically about 
vein destruction, it is important in the overall 
care of the hand. Edema follows obstruction to 
the venous return and since the venous drainage 
of the hand is not as extensive as the arterial 
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supply, swelling must be anticipated after vein 
damage. This swelling is particularly noticeable if 
the trauma has raised a flap which is based dis- 
tally (Figure 14). In some cases this edema per- 
sists and organizes. The fibrous tissue formed 
has a great influence on the final functional re- 
sult. 


Nerves 


A damaged digital nerve can sometimes be 
primarily repaired. If the ends are ragged and 
contused, attempted anastomosis will be use- 
less. A clean cut nerve can, however, be primar- 
ily repaired by direct suture through the neuri- 
lemmal sheath using one or two 6.0 black silk 
sutures. Black silk is useful because the color is 
easily located should subsequent surgical explor- 
ation be necessary. The same principles can be 
applied to damage of the larger nerves within 
the palm. When the injury makes the success 
of primary repair doubtful, these nerves should 
be, if possible, sutured side to side with black 
silk so that subsequent repair is made easier. 





Fig. 14 


FROM: Flatt, A.E., The Care of Minor Hand Injuries, 
C.V. Mosby Company, St. Louis, 1959. Destruction of 
venous drainage in a distally based flap will delay 
healing and produce persistent edema of the skin. 
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TENDONS 


Phalangeal fractures are frequently com- 
pound and the flexor and extensor tendons are 
particularly likely to be damaged by sharp spikes 
of bone at the fracture site. 


Flexor tendons injured within the finger do 
not respond well to primary repair and attempts 
to suture cut flexor tendons in this area are 
doomed to failure. Longitudinal lacerations of 
tendons do occur and heal better than might be 
expected. The reparative powers of tendons are 
good even if there is only a third of their cross 
section in longitudinal continuity. The ragged 
strands of tendon should be removed when the 
debridement is being performed. It is advisable 
to cut back tendon sheath on either side of the 
damaged area until at least % cm. of normal 
tendon is exposed. By doing this, the risk of 
subsequent adhesions is greatly reduced. 


Because injuries of the flexor tendons have 
such poor prognosis, extensor tendon injuries 
have acquired a reputation of being easy to treat. 
This reputation is thoroughly undeserved and at- 
tempted repair of the extensor mechanism with- 
in a finger is usually fruitless. The extensor 
tendons lie in a very narrow space between skin 
and bone. The lack of protective tissues in this 
area means that adhesions will readily occur 
between the tendon and adjacent skin and bone. 


The anatomy of the extensor mechanism 
within a finger is extremely complicated, and it 
is virtually impossible to reproduce the mechan- 
ism by end to end sutures of such flat and thin 
tendons. 


The tendons on the dorsum of the hand are 
more bulky than within the fingers. Primary re- 
pair is justified in this area if the tendons can 
be brought together with little tension and if 
good skin cover can be provided for the fracture 
and site of tendon anastomasis. 


THE FRACTURE 


During debridement the fracture site will 
have been exposed and the extent of damage as- 
sessed. Its reduction should be planned before 
any damage to other tissues is repaired. Delayed 
reduction of fractures can be accomplished with- 
in the first week of injury but this procedure 
holds no advantages over immediate open reduc- 
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tion at the time of primary surgery. Comminuted 
fractures will show many fragments which it 
will be tempting to remove. Every piece of bone 
with any soft tissue attachment which could pos- 
sibly bring in a blood supply should be left at 
the fracture site. Only bone fragments which are 
completely detached and are therefore potential 
sequestra should be removed. If examination of 
the fracture shows that reduction cannot be main- 
tained without traction, it is wise to consider 
the use of internal fixation. 


Traction through the distal pulp is common- 
ly advised but such traction can lead to many 
complications and is usually painful. If traction 
has to be applied to maintain position, it is prob- 
adly wiser to transfix the bone of the middle 
phalanx with a Kirschner wire than to try soft 
tissue traction. It follows, therefore, that if a 
wire is to be introduced into a bone of the finger, 
it is just as practical to pin the actual fracture 
site with a Kirschner wire. 


Internal Fixation 


Internal fixation of hand fractures is not 
technically easy and is subject to all the rules 
governing the introduction of metal anywhere 
within the body. It must be considered a formal 
operating room procedure and cannot be done 
in the presence of general sepsis or septic local 
skin conditions. 


Both metacarpal and phalangeal fractures 
can be pinned with Kirschner wire (Size 1-1.5 
mm). The transverse and oblique fractures can 
be easily pinned; comminuted fractures are dif- 
ficult to pin and are frequently best treated by 
splinting. When Kirschner wires are used in com- 
minuted fractures, one wire should be used to 
establish the general line of the long bone and 
possibly an additional wire should be placed ob- 
liquely to the first to hold major fragments in 
place. 


The direction of the wire will vary with 
the line of fracture, but in general it should be 
directed so as to cross the fracture line at a 
right angle (Figure 15). It should always be 
placed so that one end can be passed out through 
the dorsal skin of finger or hand. Some prefer 
to leave the wire protruding through the skin 
during the healing phase of the fracture. It would 
seem wiser to cut off the wire just beneath the 
skin so that there is no risk of skin surface in- 
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Fig. 15 


Compound fractures can be held reduced by pinning with Kirschner wires. Often 
satisfactory immobilization can be obtained by slantina a single wire obliquely 
across the fracture site. 





fection passing along the pin track into deeper 
tissues and the bone. If one-tenth to one-eighth 
of an inch of wire is left protruding from the dor- 
sum of the bone, the skin overlying the end will 
heal satisfactorily. If a greater length is left, 
there is a risk of pressure necrosis on the skin. 
By cutting off the wire beneath the skin, early 
movements can be encouraged and the wire need 
not be removed until complete healing has oc- 
curred. There is usually no hurry in removing 
the wires. They should have been placed so as 
to allow full hand function and they can be left 
in situ until there are radiological signs of union. 


Removal of a wire can be easily done in the 
office. A small nick is made in the skin overlying 
the wire after infiltration with local anesthetic. 
The wire end can be felt with the scalpel point 
and the extracting instrument introduced direct- 
ly onto the wire. Hemostats and forceps are not 
suitable extracting instruments; by far the most 
suitable is a pair of electrician’s thin - nosed 
pliers. These can be bought at any hardware 
store and do not suffer when boiled. 


la) 
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GROSS INJURIES 


Extensive compound injuries of the hand 
from gun shot wounds, corn pickers and similar 
machinery are major surgical problems and de- 
mand good operating room facilities for their 
care. Basic principles must be applied and a clear 
distinction must be made at the outset between 
surgery which will clean the hand and dress it 
with skin and surgery which is planned to sal- 
vage ultimate function. Occasionally the two 
types can be combined, but only too often pri- 
mary healing is jeopardized by surgery which 
more properly should be done as a later definite 
stage after primary healing has occurred. These 
badly mangled hands will tolerate only the most 
gentle surgery and yet the surgeon must give 
the hand every chance to recover by perfoming 
a thorough debridement and providing complete 
skin cover. 


Edema inevitably occurs in the first week 
after these gross injuries and the tension it cre- 
ates must be considered when planning both the 
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skin cover and fracture treatment. It is often 
tempting to use the local skin which may have 
been partly avulsed during the accident. If this 
skin flap is based distally it is unlikely to survive 
and its immediate replacement by skin grafting 
must be considered. It is impossible to be dog- 
matic about the survival chances of badly trauma- 
tized skin. Experience alone must be the guide 
and often proves very inadequate (Figure 16). 
Badly bruised skin based distally will almost 
certainly not survive; even when based proxi- 
mally it is a bad risk. If the local skin is used, 





Fig. 16 


The problem of predicting the chances of survival for 
traumatized skin are insoluble. This “corn-picker hand” 
took ten days to define the exact area of skin loss. 
It could have been impossible to map out this area at 
the time of injury and it is therefore better to excise 
and graft the area of loss directly it is demarcated. 
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Fig. 17 


This hand received a shot gun blast at close quarters. 
Debridement to the center of the hand left a large 
central defect. An abdominal flap was used to fill the 
defect. The fat became infected (see Figure 13). 


it must be replaced directly it shows defined 
areas of loss. Every day of prevarication increas- 
es the amount of scar tissue that will organize 
and “freeze” the hand. 


In general for skin replacement it is better 
to use split skin grafts since these will almost 
invariably “take”. Since the primary aim is to 
provide skin cover in the shortest possible time 
it is usually wise to use postage-stamp sized 
grafts rather than sheets of split skin. The cos- 
metic appearance is unimportant and sheets of 
skin may be floated off their bed by serum or 
hematoma which would drain out between the 
edges of small grafts. 
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In some cases, however, the destruction of 
tissues is so great that a large hole is left in the 
hand following debridement (Figure 17). Such 
cavities may seem difficult to provide with skin 
cover and it is tempting to consider the use of 
an abdominal flap. Such flaps will readily fill 
the defect but complications must be expected 
because of the inevitable hematoma formation 
in the depths of the wound (Figure 13). Once it 
is certain that skin cover without tension can be 
supplied, the fractures within the compound area 


should be cleaned, loose bone fragments re- 
moved, and the ends placed in reasonable align- 
ment. Kirschner wires can be used to maintain 
reduction, but should not be routinely used. It 
is better by far to obtain prompt complete pri- 
mary healing of the skin with some displacement 
of the fractures than to be faced with a hand 
which despite a neat x-ray appearance shows 
wires protruding through broken down areas of 
skin cover. Malunions can be easily corrected; 
osteomyelitis of the hand can be impossible to 
cure except by amputation. 
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It seems apparent that the State Health De- 
partment is rapidly losing effectiveness as 
judged by the numerous administrative staff re- 
ductions, and by the further loss of qualified 
personnel in technical and professional! positions 
through widespread resignations. The recent con- 
flict between the City of Anchorzge and the local 
health district is a symptom of this. The decline 
of the Division of Health, although overshadowed 
in professional circles by the attention given to 
the political juggling going on in the Division of 
Mental Health, is probably of more direct con- 
cern to the public in general. The medical profes- 
sion has, in the past, made numerous recommen- 
dations concerning medical problems during the 
time of organization of the state government and 
since then regarding its administration. Unfor- 
tunately consultation of the profession has rarely 
been requested by those making decisions in 
health matters, and when offered, has usually 
been treated as another set of demands by a pres- 
sure group. This is regrettable since the medical 
profession receives little direct benefit from the 
Health Departments but has been motivated 
essentially by its basic dedication to the medical 
welfare of the public whether privately or col- 
lectively. 


Part of the problem now seems to lie in the 
administrative organization of the state govern- 
ment which is without a separate department of 
health and is without provision for the qualified 
professional direction of such a department. Sal- 
ary scales are unrealistic and competent people 
obviously can be obtained only with difficulty. 
Despite the obvious financial problems which we 
all recognize within the state government this 
has been amply demonstrated to be a false 
economy. 


Since the solution of the present difficulties 
appears to lie inevitably in the hands of the legis- 
lature and since elections are to be held in the 
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near future it would seem desirable to bring the 
present serious deficiencies to public attention 
before November. Individual physicians through- 
out the state may help greatly in explaining the 
need for adequate public health facilities to inter- 
ested local groups and by having them in turn 
insist that candidates for office be aware of these 
problems and entertain some constructive ideas 
for appropriate solutions. 


With these considerations in mind the staff 
of ALASKA MEDICINE invited the recently re- 
tired members of the Departments of Health and 
of Mental Health, Dr. Harry V. Gibson and Dr. 
J. B. K. Smith to make such comments as they 
might feel would be informative. Dr. Smith 
wrote a rather lengthy critique which we are 
unable unfortunately to print as a whole but 
from which we have taken the liberty to quote 
those passages which we feel are most relevant. 
Dr. Gibson also was kind enough to write a 
thoughtful and constructive letter which is also 
printed below. Our thanks to both these men, 
for these efforts in the public interest. Had they 


chosen to disassociate themselves from our prob- 


lems completely their actions would have been 
quite understandable. In addition Governor Egan 
ond Mr. Paul Winsor were invited to make such 
comments as they chose regarding the contem- 
plated future plans for the Divisions of Health 
and Mental Health, but only perfunctory replies 
were obtained. 


We feel that the recommendations of Drs. 
Gibson and Smith are well worth your study. 
May we suggest that you familiarize yourselves 
with the present public health situation in your 
own community, that you take those actions nec- 
essary to engender local public interest and 
therefore interest among the legislators in creat- 
ing an effective public and mental health pro- 
gram. 
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Alaska Office Building 
Division of Health 
Juneau, Alaska 

June 16, 1960 


Robert B. Wilkins, M.D. 
Secretary-Treasurer 

Alaska State Medical Association 
718 K Street 

Anchorage, Alaska 


Dear Bob: 


Thanks a lot for your heartening note con- 
cerning my resignation. Since I stand to make 
gains, both financially and physically by the 
move, I do not need any personal sympathy at 
this point, although both my wife and myself 
have grown very fond of Alaska. However, I too 
am very much concerned over the tactics of the 
legislature in dealing with public health in Alas- 
ka. At present this agency seems to be completely 
at the mercy of partisan politics. I’m afraid the 
situation has some of its roots in the Constitution, 
and is going to be difficult to correct. The normal 
intended balance between legislative, judicial, 
and executive, has been upset by the legislative 
tactics of line item budgeting and of issuance of 
orders directly to Commissioners by legislative 
groups—especially the finance committees. Of 
course, the elimination of Boards augmented this 
effect. Such meddling directly with the programs 
seems to me to be quite irregular and to destroy 
effective administration. 


I feel quite critical of Chapter 64, SLA 59, in- 
asmuch as I interpret it to transfer authority, 
duties, and performances previously assigned a 
licensed physician to a political appointee with 
no legally required professional qualifications. 
The laws concerning public health in Alaska were 
mostly passed when a licensed physician was 
head of the service, and many of the required 
duties are forbidden to unlicensed persons. I can- 
not accept the concept that the Commissioner of 
Health and Welfare can meet this by employing 
a licensed physician on his staff, when Chapter 64 
specifically spells out the authority otherwise. 
I now see no guarantee to the people of Alaska 
that they will receive competent services. The 
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Commissioner of Health and Welfare is now re- 
quired by law to practice administrative medi- 
cine. 


Constructively, I believe Chapter 64 should 
be carefully re-evaluated. If it appears that it 
cannot be interpreted so as to afford needed pro- 
tection of the health programs, then the alternate 
action is to return to a Department of Health 
with a requirement that the Commissioner be 
duly qualified in medicine and public health. 
Public interest certainly requires some check on 
use of medical authority. 


There is clear need for a board or council of 
health, to act as intermediary for the general 
public. It should be strictly non-partisan, and 
preferably made up of delegates from the most 
interested organized groups—medicine, dentistry, 
nursing, PTA, education, tax-payer groups, Cham- 
bers of Commerce, service clubs, etc. Such a 
group could act unrestrained by rules and regula- 
tions which hamper a health officer in his ac- 
tions, and without political restraint. The State 
of Washington has such a council, and I’m sure 
Dr. Bucove would gladly supply the details of 
how it was organized. I believe Mr. Winsor has 
already requested an advisory group from the 
Alaska Medical Association. 


Another current departure from logistic real- 
ity by the legislature has been the weakening of 
central office functions in the Division of Health 
before any local provision has been made to take 
over these functions. Legally the responsibility 
still rests here, and will do so until boroughs and 
other local governments are firmed up to accept 
the programs. This situation will cause a great 
curtailment of services in some communities— 
especially those not covered by Native Service 
contracts. 


The only advantages which I can see in the 
merging of Health and Welfare is (a) a possible 
slight savings in fiscal office operations and in 
clerical help; (b) a possible real gain in expanded 
use of medical reasoning in welfare medical care. 
This would depend upon adequate medical staff- 
ing in the Division of Health and its utilization, 
but if it proved successful in keeping diagnostic 
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matters in medical channels it would be a good 
result. From all my recent observations I’m afraid 
the trend is just the reverse now. Any direct gains 
in money are more than offset by added expense 
of operating an additional top level office. The 
merging has also complicated validation pro- 
cedures in use of Federal funds. 


I believe that this summarizes my estimate 
of the situation, and I have no reservations re- 
garding public use of any of it. 


I wish to express my gratitude for all help 
received‘ from the medical profession in the past 
few years. I think we all agree it has been rough 
going. I trust the next few years will be better. 
I shall retain my deep interest in affairs here. 


Sincerely, 


Harry V. Gibson, M.D., Director, 
Division of Health. 





The following statement (not printed in its en- 
tirety) was submitted to Alaska Medicine by Dr. 
John B. K. Smith, who recently resigned as Direc- 
tor, Division of Mental Health, Alaska Depart- 
ment of Health and Welfare. 


First may I say that the over-all Mental 
Health Program of Alaska was handed to me on 
paper by my predecessors and that little or none 
of it had been implemented in fact other than the 
establishment of a clinic in Anchorage. 


It fell to me to tie together the paper work 
which existed and to examine critically the po- 
tential in Alaska for a good program in Mental 
Health in the light of modern thinking and 
knowledge. 


This program was to be all comprehensive 
and cover the fields of restoration of the mentally 
ill, the prevention of mental illness, and also to 
promote values that would improve the mental 
health of the State. Beyond this an allied field 
became the responsibility of the Department in 
participating in a part of the program of Mental 
Retardation. 


All this required planning, negotiating, so- 
liciting and educating the public, the Department 
and even the Legislature. In this there were 
many resistances. 
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One specific area of this resistance was not 
in the executive branch of Government but in 
the legislative branch. 


It has always been my belief—I could be 
wrong—that the function of the various commit- 
tees of the legislative branch of Government is 
to search out all the facts available as well as all 
the expert opinions available to enable them to 
make the most objective decisions for the benefit 
of the health, welfare and economy of all Alas- 
kans. 


I regret to say that much of the advice of the 
experts and many of the facts which could have 
been provided were for some reason or another 
never obtained directly from those responsible. 
Whether this was meant to be a reflection on the 
Executive Branch or whether they obtained the 
advice and facts elsewhere is irrelevant and im- 
material, the fact remains the people directly re- 
sponsible were not consulted. . . 


It was imperative in Alaska’s planning that 
we take a broad view of the situation in the light 
of modern and scientific advances and to plan 
progressive programs for psychiatric care and 
treatment. The Division of Mental Health came 
to very definite conclusions about this program. 


Whatever type of practice we follow as a 
matter of specialization and of individual interest 
and preference, there can be no doubt that psy- 
chiatric or medical care or preferably total care 
1anges from the office visit to total hospitaliza- 
tion for prolonged periods of time. 


The well adjusted mentally retarded child 
and adult belong in the community, not in a resi- 
dential facility. This applies to approximately 90 
percent of the mentally retarded population. Ac- 
cepted psychiatric principles do not support the 
separation of any child from his family if the 
only purpose is to make an educational program 
available to him. 


The primary responsibility for these patients 
will rest in the hands of the parents, educational 
specialists, social agencies, and people concerned 
with employment (e.g. employers, vocational 
schools, employment counsellors, etc.). Psychiatry 
will be a peripheral agent. 


This area is wide open to inquisitive psychi- 
atric ingenuity, which cannot mean application 


of rigid and orthodox principles of only one ap- 
proach or another. It will have to be an open 


ALASKA MEDICINE 


(- 


rane an ae 


—, 


ee eee 





minded acknowledgment of the potential contri- 
butions and the aggregate knowledge of both 
physiological and psychological investigations. 
This will require cooperative acceptance of and 
communication with all specialists in their rele- 
vant field and agencies involved with the pro- 
gram. It is moreover no longer appropriate to 
provide the general practice type of medical care 
and ignore basic medical problems which brought 
the patient to the hospital in the first place and 
keep him hospitalized for years, possibly the rest 
of his life. For this reason residential institutions 
must be viewed as medical facilities .. . I would 
now like to apply these general considerations to 
the planning of a State Mental Retardation Pro- 
gram. 


It was our conviction to structure our psy- 
chiatric services so that all therapeutic skills 
beneficial to children would be made available 
to the psychiatrically deviant child regardless of 
the specific category in which he may have been 
classified. 


First there is the aspect of the scope of plan- 
ning which must cover the pre-school age, the 
school age, and the adult group. Within these 
groups there is the need to see the levels of treat- 
ment (here I refer to the meaning as found in 
Webster’s Dictionary such as ‘handling or man- 
agement of’) for these groups. 


Obviously the highlights of the above disser- 
tation are as follows: 


1. To establish a multidisciplinary basis for 
services ranging from hospitalization through 
training, education, placement, community educa- 
tion and employment agencies, and employers. 


2. To establish a multidisciplinary Diagnosis 
Center covering all the appropriate specialties of 
medicine and the social services and psychology. 


3. To merge both of the above into the basis 
for research. 


4. Finally, to plan facilities for the adequate 
treatment of the various etiological factors on a 
comprehensive basis of physical, pathological, 
mental and sociological origin. 


This means that care and treatment of such 
individuals will involve not only a therapeutic 
approach to each patient, but also a program in- 
volving his family and community. 
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A concerted effort has been made to involve 
the Departments responsible for each and every 
segment of the total picture. As a result an 
Interagency Committee was established in Ju- 
neau to negotiate, plan and decide on a long term 
range what services and facilities would be re- 
quired; to establish the roles and responsibilities 
of each, and to enumerate the types of facilities 
required on a community basis, as well as day 
centers and residential centers. 


The role of mental health was to provide a 
suitable diagnostic center and certain limited 
residential treatment centers for these people as 
well as an out-patient service. The clinics were 
already providing some of these services. The 
diagnostic center of a residential type was al- 
ready planned and going into effect in the build- 
ing of the Hospital at Anchorage where easy ac- 
cess exists to the specialists of the various dis- 
ciplines required for this service. In my letters 
of April 10th and May 6th, 1958, to the Board of 
Health it was pointed out that the Valdez facili- 
ties could not meet these requirements— as ad- 
visor to the Board of Health through the Com- 
missioner my expert opinion was not to use the 
Valdez apartments. In spite of this expert advice 
the legislature in 1959 appropriated money to 
renovate the Valdez Apartments, and in 1960 
they did not even ask for expert advice and in 
point of fact denied the Commissioner this 
privilege. 


On May 13th, 1960 Rep. Russ Meekins (pub- 
lished in the Anchorage Times) said Valdez was 
‘a political compromise’ in spite of the expert 
opinions not to use it. This facility does not fit 
into the modern trends of a progressive Mental 
Retardation program. 


Anchorage, on the other hand, was planned 
around an acute intensive treatment program, 
making use of every available resource in the 
community such as specialists and related agen- 
cies and using the clinics as a referral source. The 
coverage of this hospital is from infancy to geri- 
atrics, starting of course with the highest skills 
available on the diagnostic service. 


It was regretable to see further evidence in 
the Anchorage Times of May 13, 1960, in which 
Rep. Russ Meekins was again ignoring expert 
advice and opinion to retain Anchorage as an 
acute treatment center by saying, “A wing can 
be built on the Goose Lake hospital at a later 
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date to house ‘custodial’ patients who will be 
receiving temporary care at Valdez.” 


First of all, ‘custodial’ care is not a function 
of the Division of Mental Health, but of the Divi- 
sion of Welfare or Health. Secondly, ‘custodial’ 
is foreign to the vocabulary of the medical pro- 
fession because it would be failing miserably in 
its responsibility if even in the area of chronic 
illness research and ingenuity were not constant- 
ly formulating new methods of treatment and 
rehabilitation. 


For this other facilities must be envisaged 
where there exists a three-way road one to the 
active treatment center, one to suitable place- 
ment, and one back to the community. 


Community planning is fundamentally re- 
sponsible for the success or failure of present and 


future management of the problems of Mental 
Deficiency. 


Wise community planning supports research, 
it educates its citizens to understand and accept, 
it insures adequate medical care and training for 
the retarded, and wherever possible it arranges 
for remunerative employment. 


Finally our appeal, i.e. the Division of Mental 
Health’s appeal, to the Legislature for money for 
research met with a dogmatic negative. 


When the legislature refuses to listen to the 
needs of its voting constituents and plans its own 
programs by ignoring the experts there is little 
need for the existence of experts in the executive 
branch to guide them, and the final responsibility 
to right the wrongs lies in the hands of the public 
and the medical profession. 





IN MEMORIAM: 


Doctor John Harold Clements of Juneau died 
suddenly at St. Ann’s Hospital shortly after he 
developed an acute myocardial infarction at his 
office in the Juneau Doctor’s Clinic. Intensive 
efforts to recussitate him including thoracotomy 
and two hours of cardiac massage failed. 


John was born in Elmwood, Nebraska, on 
July 11, 1902; the son of John A. and Edith R. 
Clements. He attended Nebraska Wesleyan Uni- 
versity and the University of Nebraska School 
of Medicine where he graduated in 1933. He was 
a member of Nu Sigma Nu medical fraternity. He 
interned for two years at Seattle’s King County 
Hospital then started general practice at Wrangel, 
Alaska, in 1935. Following ten years of practice 
at Wrangel, he joined Dr. Joseph O. Rude at 
Juneau with whom he later founded the Doctors 
Clinic. 


Dr. Clements was a member of the Alaska 
and American Medical Associations, of the Amer- 





JOHN HAROLD CLEMENTS, 1902 - 1960 


ican Academy of General Practice as well as 
President of the Alaska State Board of Medical 
Examiners and of the Juneau District Medical 
Society. During the past ten years he has been 
an active member of the Alaska Cancer Society, 
serving as president, professional delegate and 
chairman of the service committee. He was a 
member of the Board of Directors of the Alaska 
Heart Association and has been instrumental in 
obtaining modern cardiac diagnostic and treat- 
ment apparatus for St. Ann’s Hospital. He also 
was a member of the Masonic Lodge, the Shrine 
Club, the Juneau Elks and Kiwanis Clubs. 


Doctor John Clements was a gifted, well read 
and respected member of the Juneau medical 
community whose advice was often requested by 
his medical colleagues. He will be long remem- 
bered and deeply missed by all Juneau Doctors. 


Wiliam M. Whitehead 
Joseph O. Rude 
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Two political conventions have been held. 
Much oratory has been thrown out over the air 
waves and this is only the beginning. This cam- 
paign is of great importance to all of us in orga- 
nized medicine. Both party platforms have planks 
dealing with medical care of the aged and you 
can rest assured there will be many campaign 
promises made, all with the purpose of corralling 
votes. I will not presume to tell you how to cast 
your ballot, that is none of my business. I do 
hope you will read the platforms carefully, try 
to sort out the grain from the chaff, and be able 
to advise your patients if and when they discuss 
the issues with you. I am a firm believer that 
physicians should take an active part in civic 
affairs and now is the time for all of us to assume 
that part. 


Elsewhere in this issue of Alaska Medicine 
you will find a complete listing of committees. 
I will admit it is a formidable list and would and 
should mean a lot of concerted effort by most of 
our members. As I went through the By-Laws 
and the minutes of our February meeting I 
found more committees had been set than I 
thought possible. By the time this issue comes 
out all chairmen and members will have received 
a letter concerning the committees. We hope to 
have a written report submitted to the annual 
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session, by each chairman, even if it is a note of 
no action. Only in that way can we record in 
our archives the progress of our work. 


The 1961 annual meeting will be held in Sitka 
May 24 through 27. Your program committee 
will soon be making arrangements for this meet- 
ing and will welcome any suggestions for topics 
or speakers. Already we have many offers from 
speakers and soon we must sort them out and see 
what we can come up with in the way of a good 
program. We shall probably ask the Alaska Chap- 
ter of the AAGP to present the program for one 
of our scientific sessions. We want to present the 
sort of program the members want, and naturally 
this means you must let us know. 


Following the presentation of the award to 
Louis Salazar as G.P. of the Year in Anchorage, 
Dr. Fount Richardson, President of the AAGP, 
suggested that in a society of our size we should 
select a “Physician of the Year,’ based on his 
service to our society, community and state, with- 
out reference to:his status as a practitioner. I 
would welcome comments and nominations for 
this honor, the final selection to be made by a 
committee yet to be appointed. 


Benjamin E. McBrayer, M.D. 
President, Alaska State Medical Association 
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ALASKA STATE MEDICAL ASSOCIATION 
Committees Appointed for 1960-61 


STANDING COMMITTEES 
As Required by By-Laws, Article VIII. 


AUDITING AND APPROPRIATIONS 


George E. Hale, M.D., 501 “L’’ Street, Anchorage, 
Alaska (Chairman) 

John C. Tower, M.D., 742 ‘“‘K” Street, Anchorage, 
Alaska 

John I, Weston, M.D., 411 Fourth Ave., Fairbanks, 
Alaska 


ARRANGEMENTS 


Robert H. Shuler, M.D., P. O. Box 157, Sitka, Alaska 
(Chairman) 
All members of Sitka - Mt. Edgecumbe Medical Society 


PROGRAM 


B. E. McBrayer, M.D., P. O. Box 637, Mt. Edgecumbe, 
Alaska (Chairman) 

Philip H. Moore, M.D., P. O. Box 810, Sitka, Alaska 

Edward Spencer, M. D., P. O. Box 1048, Sitka, Alaska 

Arthur N. Wilson, M.D., P. O. Box 2577, Ketchikan, 
Alaska 

Robert B. Wilkins, M.D., 718 “K’” Street, Anchorage, 
Alaska 


VOLUNTARY HEALTH ORGANIZATION 
(Term expires at close of annual session—year listed) 


Helen Whaley, M.D., 742 “K” St., Anchorage, Alaska 
(1962), (Chairman) 

Russell C. Smith, M.D., P. O. Box 1054, Petersburg, 
Alaska (1962) 

Phillip H. Jones, M.D., Haines, Alaska (1961) 

Kenneth Kaisch, M.D., P. O. Box 1330, Fairbanks, 
Alaska (1961) 

R. Harrison Leer, M.D., P. O. Box 2597, Juneau, Alas- 
ka (1961) 


INDUSTRIAL ACCIDENTS COMMITTEE 
(Term expires at close of annual session—year listed) 


Tillman Moore, M.D., P. O. Box 810, Sitka, Alaska 
(1965), (Chairman) 

Joseph Deisher, M.D., P. O. Box 247, Seward, Alaska 
(1965) 

Dwight L. Cramer, M.D., P. O. Box 547, Ketchikan, 
Alaska (1963) 

Henry G. Storrs, M.D., P. O. Box 993, Fairbanks, 
Alaska (1963) 

George B. Wichman, M.D., 718 “K” St., Anchorage, 
Alaska (1961) 


CONSTITUTION AND BY-LAWS 
Paul Haggland, M.D., P. O. Box 1330, Fairbanks, 
Alaska (Chairman) 
Peter Koeniger, M.D., 703 “‘L” St., Anchorage, Alaska. 
Henry Wilde, M.D., 188 South Franklin St., Juneau, 
Alaska 
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LEGISLATIVE COMMITTEE 


William Whitehead, M.D., 188 South Franklin Street, 
Juneau, Alaska (Chairman and Legislative Sec’ty) 

R. Holmes Johnson, M.D., P. O. Box 766, Kodiak, 
Alaska 

Milo H. Fritz, M.D., 1027 Fourth Ave., Anchorage, 
Alaska 

Philip H. Moore, M.D., P. O. Box 810, Sitka, Alaska 

Arthur J. Schaible, M.D., P. O. Box 1330, Fairbanks, 
Alaska 


EDITORIAL BOARD 

(Term expires at close of annual session—year listed) 
Philip H. Moore, M.D., P. O. Box 810, Sitka, Alaska** 
Donald E. Tatum, M.D., P. O. Box 1330, Fairbanks, 

Alaska (1964) 
John B. Fenger, M.D., P. O. Box 133, Homer, Alaska 

(1964) 

**To unexpired term of Hugh Fate (1963) 


SPECIAL COMMITTEES 
By Vote of 1960 Annual Session 


INVESTIGATION AND STUDY OF ALASKA 
MEDICAL PRACTICE ACT 

Jack W. Gibson, M.D., 188 So. Franklin St., Juneau, 
Alaska (Chairman) 

Michael F. Beirne, M.D., 835 “TI St., Anchorage, 
Alaska 

William J. Mills, Jr., M.D., 742 “K” St., Anchorage, 
Alaska 

Louis Salazar, M.D., P. O. Box 359, Ketchikan, Alaska 

Joseph A. Tedesco, M. D., Times Building, Cordova, 
Alaska 


MEDICAL RECORDS—Patient Confidence 
Relationship 

Joseph Ribar, M.D., P. O. Box 1330, Fairbanks, Alaska 
(Chairman) 

Henry G. Storrs, M.D., P. O. Box 993, Fairbanks, 
Alaska (Recorder) 

Harriet C. Jackson, M.D., Bethel, Alaska 

Russell C. Smith, M.D., P. O. Box 1054, Petersburg, 
Alaska 

Ralph W. Carr, M.D., P. O. Box 359, Ketchikan, Alaska 

William Ivy, M.D., 423 “D” St., Anchorage, Alaska 


FEASIBILITY STUDY-TRANSFER ALASKA 
NATIVE HEALTH SERVICE TO ALASKA 
DEPARTMENT OF HEALTH AND WELFARE 
Joseph Shelton, M.D., 330 ‘“H” St., Anchorage, Alaska 

(Chairman) 
Ralph Carr, M.D., P. O. Box 359, Ketchikan, Alaska 
James A. Lundquist, M.D., P. O. Box 1382, Fairbanks, 
Alaska 
Robert Whaley, M.D., 423 “D” St., Anchorage, Alaska 
Edward Spencer, M.D., P. O. Box 1048, Sitka, Alaska 
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OTHER STANDING COMMITTEES 


SCHOOL HEALTH COMMITTEE 
Joseph Deisher, M.D., P. O. Box 247, Seward, Alaska 
(Chairman) 
John Tower, M.D., 742 “K” St., Anchorage, Alaska 
Robert H. Shuler, M.D., P. O. Box 157, Sitka, Alaska 
Joseph O. Rude, M.D., P. O. Box 2627, Juneau, Alaska 
J. Bruce Keers, M.D., P. O. Box 766, Kodiak, Alaska 


MENTAL HEALTH COMMITTEE 
J. Ray Langdon, M.D., 746 “F’” St., Anchorage, Alaska 
(Chairman) 
Virginia Wright, M.D., 529 “I’’ St., Anchorage, Alaska 
Edward Spencer, M.D., P. O. Box 1948, Sitka, Alaska 
Chester L. Schneider, M.D., Glenallen, Alaska 
E. W. Gentles, M.D., P. O. Box 185, Seward, Alaska 


COMMITTEE ON AGING 
C, E. Chenoweth, M.D., Mt. McKinley Building, An- 
chorage, Alaska (Chairman) 
Arthur N. Wilson, M.D., P. O. Box 2577, Ketchikan, 
Alaska 
A. Holmes Johnson, M.D., P. O. Box 766, Kodiak, 
Alaska % 


LIBRARY COMMITTEE 
William O. Maddock, M.D, 423 “D’ St., Anchorage, 
Alaska (Chairman) 
Joseph Deisher, M.D., P. O. B-x 247, Seward, Alaska 
Rodman Wilson, M.D., 718 ‘7x”’ €t., Anchorage, Alaska 


VOCATIONAL REHABITIONAL COMMITTEE 


Henry Wilde, M.D., 188 So. Franklin St., Juneau, 
Alaska (Chairman) 

Francis J. Phillips, M.D., 2220 E. Northern Lights 
Blvd., Anchorage, Alaska 

John I, Weston, M.D., 411 Fourth Ave., Fairbanks, 


Alaska 

EMERGENCY MEDICAL CARE—CIVIL DEFENSE 

COMMITTEE 

Cc. G. St. John, M.D., 501 “L” St., Anchorage, Alaska 
(Chairman) 

Lawrence I. Dunlap, M.D., P. O. Box 1382, Fairbanks, 
Alaska 

C. C. Carter, M.D., 188 South Franklin St., Juneau, 
Alaska 


Clarence C. Bailey, M.D., Palmer, Alaska 

Vernon A. Cates, M.D., 423 “D’’ Street, Anchorage, 
Alaska 

J. Bruce Keers, M.D., P. O. Box 766, Kodiak, Alaska 


Chairmen of committees are requested to 
contact their members for ideas, suggestions, and 
assistance as it becomes necessary. Each chair- 
man will be requested to submit a written report, 
to the President and Secretary-Treasurer, before 
the next annual session. 


UNIVERSITY OF WASHINGTON HOSPITAL 


The University Hospital opened its doors to 
patients on May 4, 1959. At the time of this writ- 
ing, approximately 200 of the total 320 beds in 
the hospital are open and more nursing units are 
to be opened as the demand develops. The Uni- 
veristy Hospital is a teaching and research facil- 
ity of the University of Washington Division of 
Health Sciences. It is an advanced training cen- 
ter for physicians and members of other asso- 
ciated health professions. It is also a center for 
continuing education for those who are already 
in practice and a hub of patient-centered research 
activity. The hospital facilities are used to train 
dentists, medical technologists, nurses, occupa- 
tional therapists, pharmacists, physical thera- 
pists, and other health team members in addi- 
tion to physicians. 
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Hospital Services 


There are eight major clinics for patients 
not requiring bed care who are seen upon refer- 
ral and by appointment. For each visit, the pat- 
ient pays for necessary x-rays, laboratory exam- 
inations, drugs, etc. In addition, he pays a clinic 
charge which covers overhead costs such as cler- 
ical and nursing services and heat and light. 

Patients are accepted from all parts of Wash- 
ington and the Northwest. More than half of the 
patients come from outside the greater Seattle 
area. To date 90 patients have been referred to 
the hospital from the state of Alaska. 


The Referral Policy 


Th hospital operates under a referral policy 
in order (1) to make its facilities available to 
those who most need them, and (2) to insure that 
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its patients meet the needs of the teaching pro- 
gram. 


Under this policy, a physician may write a 
letter of referral for any patient under his care 
who in his judgment could be helped by the 
special] skills and facilities at the hospital. When 
the patient is accepted, a faculty member of the 
School of Medicine then becomes his attending 
physician during his stay at the hospital. At the 
conclusion of his treatment, the patient is sent 
back to the referring physician with a report on 
the diagnosis, the treatment provided, and rec- 
ommendations for future care. 


Major Financial and Administrative Policies 


The hospital is supported by a combination 
of legislative appropriation and payments by pat- 
ients and their sponsors. The value and effective- 
ness of a teaching hospital depend upon the abil- 
ity of the hospital to admit unusual or exceptional] 
cases which help the teaching program. Many 
such patients have already experienced a long 
period cf illness, resulting in exhaustion oz finar- 
cial resources. Because many patients have lim- 
ited ability to pay, the total income from patients 
must necessarily be considerably less than the 
total operating budget. Currently, legislative 
funds constitute 40 per cent of the operating bud- 
get; income from patients and sponsors amounts 
to 60 per cent. This is an exceptionally low pro- 
portion of state support in comparison with 
teaching hospitals elsewhere. 


The hospital budget includes neither faculty 
salaries in the Health Sciences Division nor re- 
search costs. They are included in the budgets 
of the Schools of Medicine, Dentistry, or Nursing, 
or are met by research grants. Costs stemming 
from laboratory tests, consultations, etc.. that are 
required purely for research purposes are not 
charged the patient. 


Hospital charges are set on the hasis of actual 
cost studies. Item for item, they are similar to 
those st other large Seattle hospitals. 


There is no charge for the professional ser- 
vices of faculty physicians unless the patient is 
able to pay his hospital costs in full. When pro- 
fessional fees are charged such fees are set by 
the faculty physician, using a standard fee sched- 
ule as a guide, and may be lowered or canceled 
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when the physician feels the regular fee would 
work a hardship. Charging and regulation of 
fees are under the supervision of the Dean of 
Medicine. 


In order for the hospital to achieve a level 
of 60 per cent self-support, as required by the 
present level of state support, it is necessary to 
evaluate each patient’s ability to pay when he is 
referred. 


Patients are charged at regular hospital rates 
unless there is evidence that this would work 
undue financial hardship. Except in very unus- 
ual circumstances, part-pay patients must be able 
to meet at least 40 per cent of the anticipated 
costs of care either at the time of discharge from 
the hospital or through a 24 month payment plan 
as described below. 


If the patient does not have sufficient cash or 
insurance coverage to meet hospital costs, and 
is accepted for care, the Hospital Credit Manager 
works with him on a payment plan. A “monthly 
basic expense schedule” similar to that of the 
Department of Public Assistance of the State of 
Washington is used to determine that part of the 
patient’s income required for basic living needs. 
Any unusual expenses or obligations are added 
to this amount. The difference between this total 
and the patient’s monthly income is considered his 
potential to pay. If the patient can cover his hos- 
pital costs in 24 monthly payments, he is con- 


_ sidered “full-pay” and charged standard rates. 


If not, the hospital bill is discounted as the indi- 
vidual’s circumstances indicate. 


Most forms of hospital insurance, as written 
by commercial insurance companies, and most 
company-union health-and-welfare plans, provide 
the same benefits in the University Hospital as 
in any other hospital. 


In addition, private agencies such as The 
National Foundation, The Easter Seal Societies, 
and others, finance care for patients for whom 
they have assumed responsibility. 


We sincerely hope that mutually satisfactory 
arrangements can continue to be worked out so 
that both the physicians of the State of Alaska 
and their patients and the teaching programs at 
the University of Washington can benefit. 


JOHN R. HOGNESS, M.D. 
Seattle, Washington 
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Famtliar “Paces... 


These are the drug and medical equipment company representatives who visit us in Alaska. 
Always friendly, always helpful, these salesmen are an integral part of the American medical scene, 


wherein drug and equipment houses compete for favor among physicians by constantly striving to 
better their products. Long may the system—and such men as these—survive! Pictures were taken 
at the Alaska State Medical Association meeting in Anchorage in February 1960. 
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From left to right: Gordon 
Munger, Bellevue, Washington, 
Parke, Davis & Co.; Clyde Place, 
Seattle, Washington, E. R. Squibb 
& Sons; Temple Naylor, Port- 
land, Oregon, Wyeth Labora- 
tories; Max Countryman, Se- 
attle, Washington, Merck Sharp 
& Dohme. 


From left tor ight: C. V. Kirk, 
Oakland, California, McNeil 
Laboratories; Martin Rigney,. 
Anchorage, Alaska, Electro-Med- 
ical Sales; L. B. Lang, Spokane, 
Washington, Western X-Ray Co.: 
Joe Mullins, Anchorage, Alaska, 
The Upjohn Co. 


From left to right: Leonard 
“Barney” Barnes, Anchorage, 
Alaska, Eli Lilly & Co.; Paul 
Tousignant, Anchorage, Alaska, 
Pfizer Laboratories; Paul Rob- 
erts, Seattle, Washington, Mead 
Johnson & Co.; Chuck Schmoll, 
Seattle, Washington, Ortho Phar- 
maceutical Corp. 
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From left to right: Birger 
“Marty” Martinsen, Seattle, 
Wash., Picker X-Ray Corp.; 
Darrell Hofferber, Anchorage, 
Alaska, Lederle Laboratories; 
Leonard Francoeur, Anchorage, 
Alaska, Don Baxter, Inc. 


From left tor ight: John Mc- 
Kinney, Tacoma, Washington, 
Schering Corp.; Larry Lyon, 
Alderwood Manor, Washington, 
A. H. Robins Co.; Bill Scott, Se- 
attle, Wash., Warner - Chilcott; 
John Christensen, Seattle, Wash., 
Geigy Pharmaceuticals. 


From left to right: Chuck 
Phillips, Lynwood, Wash., Eaton 
Laboratories; Gene Lombardi, 
Tacoma, Wash., Boyle & Com- 
pany; Joe Huhn, Seattle, Wash., 
Burroughs Wellcome & Co.; W. 
E. “Don” Donaldson, Oakland, 
Calif.. Ciba Pharmaceutical 
Products. 


From left to right: Norm 
Lough, Edmonds, Washington, 
Ayerst Laboratories: Bob Sur- 
ber, Seattle, Washington, A. S. 
Aloe Co.;:, Cal Bortel, Port Orch- 
ard, Washington, Abbott Labor- 
atories:; Russ Carter, Seattle, 
Washington, Biddle & Crowther 
Co. 
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ALASKA ASSOCIATION OF NURSE ANESTHETISTS 


For many years the nurse anesthetists in 
Alaska felt that they were step-children of the 
national organization since they had no state or- 
ganization. Seventeen members in Alaska ex- 
pressed an interest in developing this group de- 


ing was devoted to the study and adoption of the 
proposed by-laws, and the second session to the 
election of officers. 


Officers elected are: President, Electra 
Joiner; Vice President, Leona Connell; Secre- 





Left to right: Doris Bunnell, Constance Merims, Norma Hall, Leona Connell, 
Electra Joiner, Betty Lindemuth, Sylvia Kellinger 


spite the difficulties of travel and lack of relief 
replacements in the remote areas for attending 
meetings. With Anchorage serving as a nucleus, 
the members thought it feasible to organize the 
49th state. 


On June 17th the Charter and Organizational 
meeting of the Alaska Association of Nurse An- 
esthetists was held in Anchorage with eight mem- 
bers in attendance. The first session of tae mee.- 
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tary-Treas., Constance Merims. Quarterly meet- 
ings were planned with an annual meeting to be 
held in July each year. 


The Alaska State Association is the Fifty- 
first affiliating with the American Association of 
Nurse Anesthetists and holds the distinction of 
being the only state organization whose affilia- 
tion date so closely coincides with the year of 
statehood. 
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THE NINTH OF JULY 


by Marshall A. Simpson, M.D. 


’Twas the ninth of July, when all thru the house 
Not a creature was stirring, except for a mouse. 


Mother’s clothes had been gathered and packed with 
great care, 


In hopes that her contractions soon would be there. 


Pamela was nestled all snug in her bed, 

While visions of a brother danced in her head. 
And Barbara in her P.J.s, and I in my shorts, 

Had been sleeping so quietly, except for her snorts, 


When all of a sudden my wife was complaining 

I sprang from the bed to see what was paining. 
And down to her bottom I went for a peek 

To quickly see lips that were not cheek to cheek. 


The sun in Alaska had risen already 


While a gentle breeze made leaves shake like 
confetti, 


When what to my wondering eyes should appear, 
But a bulging membrane, and a tossle of hair, 


With marked dilatation, and descent so quick 
I knew in a moment it wasn’t St. Nick. 
More rapid than eagles the pains they came, 


And she whistled and shouted, and I called 
my wife’s name. 


‘“‘Now Barbara behave, through your mouth please 
breathe, 


This isn’t the time or the place to heave.” 
To the top of the bed, almost to the floor, 
She grunted and groaned as if she were sore. 


She knew that the time was not very far away. 
Listen closely my sweet, to what I must say: 
Pull on your pants, to the office let’s run, 
Do not deliver here my small son.” 
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So very quickly she dressed, and went for the door 
Alas! Another hard pain; she could go no more. 
Back to bed with wife! What else could I do? 
This baby was coming, I had to see it through. 


No bag had I, nor medical kit. 
No tools to work with, how could I do it? 
Ah! Here is some alcohol, works betier than soap, 
Sterilizes completely, at least I hope. 


Episiotomy? No! The head’s now through. 
A dilated perineum will have to do. 
The membranes they bulged, like a little round belly 
When she strained down hard, they shook like 
they were jelly. 


The water it broke, and it covered the sheet 
The head fast descended, then the body, then feet; 
I grasped them so firmly, and gently held them high, 
And the little infant let out a very long cry. 


“ The babe was thin, not plump, just looked like an elf. 


Was all really well, I quickly prayed to myself. 
A wink of the eye, and a twist of the head, 
Soon gave me to know, I had nothing to dread. 


I said nary a word, but went straight to work 


Cleaned up the baby; and taking the place 
of the stork, 


After helping my wife to the Ford machine, 
The wee one I presented to Pamela Jean. 


She sprang to her feet, and said: ‘“‘Where is the other? 
I don’t want a sister, I want a baby brother!” 
But I heard her exclaim as we left the driveway 


“Happy birthday to Marsha Lynn, and to all 
good-day.” 
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Wuktuk Worsels 


A column devoted to medical news in Alaska, compiled by 


HELEN S. WHALEY, M.D. 


GENERAL 


The third annual Alaska Heart Clinic will 
be held in Anchorage September 19, 20 and 21 
and in Fairbanks for the first time on September 
22. The clinic is being sponsored jointly by the 
Alaska Heart Association, the Alaska Depart- 
ment of Health and the U.S. Public Health Serv- 
ice. The consultant team will have the same par- 
ticipating members as last year and will include 
Herbert Abrams, M.D., radiologist, and Herbert 
Hultgren, M.D., internist, both from Stanford 
University Medical School in Palo Alto, Cali- 
fornia; and Frank Gerbode, M.D., cardiac sur- 
geon, and Saul Robinson, M.D., pediatric cardi- 
ologist, from the new Presbyterian Medical Cen- 
ter, formerly the Stanford University Hospital, 
San Francisco, California. Because of the tremen- 
dous demand for the services provided by these 
clinics and of: the limited amount of clinic time, 
the emphasis will be on patients with either con- 
genital or acquired cardiac lesions that might 
be benefited by corrective cardiac surgery. The 
patients may be referred to these clinics by con- 
tacting Mrs. Evelyn Scott, Maternal and Child 
Health Coordinator for the Division of Health, 
Department of Health and Welfare, 327 Eagle 
Street, Anchorage; Mrs. Fern Farr, Maternal 
and Child Health representative in Fairbanks; or 
Donald E. Tatum, M.D. of Fairbanks. All physi- 
cians are invited to attend both the clinical lec- 
tures each morning at 8:00 which will precede 
the patient clinics which begin at 9:00 A.M. The 
Anchorage clinic will be held in the Alaska Na- 
tive Service Hospital, and the Fairbanks sessions 
at Ladd Air Force Base Hospital. 


The Surgeon General’s Advisory Committee 
on Indian Health met for the first time in Alaska 
in Anchorage on August 2 and 3. The nine mem- 
bers represented various sections of the country 
and Mr. Robert Atwood, publisher of the Anchor- 
age Daily Times, served as the Alaskan represen- 
tative. Other members of this committee were 
Dr. Robert Neff Barr, Secretary and Executive 
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Officer, State Board of Health, Minneapolis, Min- 
nesota; Dr. Fred T. Board, Director, Division of 
Epidemiology, State Board of Health, Raleigh, 
North Carolina; Dr. Alexander H. Leighton, Pro- 
fessor of Clinical Psychiatry, Cornell University; 
Mr. Walter W. McDonald, Member, Confederated 
Salish & Kootenai Tribal Council, Dixon, Mon- 
tana; Mr. Floyd E. Maytubby, Governor of the 
Chickasaw Nation, Oklahoma City, Oklahoma; 
Mr. James Perkins, Managing Director, National 
Tuberculosis Association, N. Y.; Dr. Raymond F. 
Peterson, Murray Clinic, Butte, Montana; Mrs. 
Annie Wauneka, Chairman, HEW Committee, 
Navajo Tribe, Window Rock, Arizona. In addi- 
tion, a number of officials of the Department of 
Health, Education and Welfare were present, in- 
cluding Dr. James V. Lowry, Assistant Surgeon 
General, Chief of the Bureau of Medical Serv- 
ices; Dr. James A. Shaw, Assistant Surgeon 
General, Chief of the Division of Indian Health, 
and Dr. Mynie G. Peterman, Special Consultant 
in Pediatrics, Division of Indian Health and 
former Professor of Pediatrics at Marquette 
University, Milwaukee, Wisconsin, visited most 
of the field hospitals along with other members 
of the group in order to evaluate the present 
problems and make recommendations for the fu- 
ture care of the Alaskan native. 

Distinguished medical visitors in Alaska 
during August included Dr. Lewis J. West, Pro- 
fessor of Psychiatry at the University of Okla- 
homa and National Consultant in Neuro-phychi- 
atry to the Air Force, who met with the Anchor- 
age Mental Health Group to discuss the future 
plans for the mental health in Alaska. 

The 11th Alaska Science Conference met in 
Anchorage from August 29 to September 2, 
1960. Dr. A. E. Maurant of the Blood Research 
Laboratory at the Lister Institute in London, 
England and Dr. Bruce Chrown, Professor of 
Pediatrics, University of Manitoba and Director 
of the Blood Group Reference and Research Lab- 
oratory, Winnepeg, Manitoba, Canada, participat- 
ed in the sessions. Papers in the section on Medi- 
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cine and Public Health were given by Doctors 
William J. Mills and Robert Whaley on the rela- 
tion of Serum G-O-transaminase to severity of 
freezing injury; and by Dr. Francis Phillips on a 
preliminary report about patients under treat- 
ment for tuberculosis in remote regions. 

The National Foundation is increasing the 
scope of its program to include the care of se- 
lected patients under 19 years of age with rheu- 
matoid arthritis and with congenital defects of 
the central nervous system such as meningo- 
myeloceles or hydrocephalus. Medical advisory 
boards in the various communities will screen 
the patients who would benefit most from such 
help. As part of their program to promote inter- 
est in health careers among high school and col- 
lege students, the National Foundation has set up 
a series of scholarship grants in the various 
health fields, including medicine, nursing, physi- 
otherapy, etc. Unfortunately, because of the few 
applications made in Alaska a number of these 
generous scholarships, including the one for med- 
icine, were not awarded in this area this past 
year. Information may be obtained from Mrs. 
Robert (Tillie) Reeves, 209 Eleventh Avenue, 
Anchorage. 


LOCAL NEWS 


KETCHIKAN: Dr. James A. Wilson has 
joined his father, Dr. Arthur Wilson in practice 
at Ketchikan. He was graduated from the Uni- 
versity of Oregon Medical School in 1952 and 
served an internship at the Evanston General 
Hospital in 1952-53, 10 months of pathology resi- 
dency in 1953-54, and two years in the Strategic 
Air Command as a flight surgeon in 1954-56; four 
years as a surgical resident at St. Vincent’s Hos- 
pital, Portland, Oregon to qualify for the Ameri- 
can Board of Surgery. 

Medical meetings were attended by Dr. 
Ralph W. Carr, who went to the Idaho State 
Medical Meeting, and by Dr. Phyllis Smith, who 
attended the General Pediatrics Conference spon- 
sored by the UCLA Medical School, at Lake Ar- 
rowhead, California. 


SITKA: Dr. David Sparling, who has served 
as Pediatrician at Mt. Edgecumbe since 1954, re- 
signed as of August 15 and is planning to go into 
private pediatric practice, probably somewhere 
in the Tacoma, Washington area. He served as 
school physician to the Mt. Edgecumbe High 
School and did consultative pediatrics under the 


Page 102 


auspices of the Alaska Department of Health 
throughout many of the communities in South- 
eastern Alaska. 

Dr. Philip Moore piloted his newly refitted 
cabin cruiser from Seattle to Sitka in May. 


SKAGWAY: Skagway has a new physician, 
Dr. David Tammann, a graduate of the Univer- 
sity of Heidelberg, who formerly lived in Wash- 
ington. 


JUNEAU: There have been many changes 
in this city during the past few months. Dr. 
Harry V. Gibson, former Director of the Division 
of Health of the Alaska Department of Health 
and Welfare, resigned and returned to Great 
Falls, Montana. Dr. John B. K. Smith, Chief of 
the Mental Health Section, resigned and is in 
Marlboro, New Jersey at the New Jersey State 
Hospital. Dr. David Duncan, who is the Chief 
of the Maternal and Child Health Division, is 
serving as the acting Director of the Division of 
Health and Dr. Homer F. Ray, Jr., as the acting 
Clinical Director of the Mental Health Section. 

Dr. William W. Ward, a pediatric surgeon 
who has worked with Doctors Clements and 
Rude for the past eighteen months, has returned 
to the east coast, and Dr. Rude has been joined 
by Dr. Edward Tras, a general physician from 
Montreal, Canada. 


Two new physicians have joined the Juneau 
Clinic. Dr. Jack K. Lesh, a 1949 graduate of Co- 


‘lumbia Medical School, will specialize in obstet- 


rics and general practice. Serving as general sur- 
geon will be Dr. Robert R. Smalley, a 1953 grad- 
uate of McGill University and a native of Port- 
land, Oregon. He spent four years as a Fellow in 
surgery at the Mayo Clinic. 


VALDEZ: After several years without a 
physician, Valdez is now being served by Dr. 
Clarence Davis, Jr., formerly County Health Of- 
ficer of Amador County, California, where he 
was also in general practice. He is a 1956 grad- 
uate of the University of Tennessee. He received 
his medical training at the University of Wis- 
consin General Hospital in Madison, at the Chi- 
cago Maternity Center, and at the Milwaukee 
County Emergency Hospital, and in pathology 
at the University of Tennessee. He drove up the 
Alaskan Highway with four children, his wife 
and a 21 ft. cabin cruiser, with a pick-up and 
a 14 ft. trailer. He will do private practice in 
Valdez and serve as the attending physician for 
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medical and surgical problems at the soon to be 
completed Valdez Hospital for the care of cus- 
todial mental patients. Initially there will be 
about 75 patients in this new installation. In addi- 
tion there is a 15-bed Valdez Community Hos- 
pital serving this community of approximately 
700 residents. 


CORDOVA: A locum tenens for Dr. Ted- 
esco was served by Dr. Robert P. Billings, a grad- 
uate of Tufts Medical School, Boston, Massachu- 
setts, who served an Obstetrics, Internal Medi- 
cine, and Pediatrics residency at Washington, 
D.C. General Hospital. He is a member of the 
American Academy of General Practice and has 
been in private practice for the past seven years 
in New Hampshire. He will join Dr. Charles St. 
John of Anchorage in practice sometime this Fall. 


KODIAK: Dr. A. Holmes Johnson of Ko- 
diak has retired after a long and active practice 
and plans to travel extensively. 


SEWARD: Dr. Paul Isaak .is commuting 
back and forth between Soldatna and Seward in 
his own airplane. He spend two days at Soldatna 
and will soon increase this to three. He is home- 
steading approximately four miles out of Sol- 
datna. He has had to carry an occasional emer- 
gency patient from Soldatna to Seward for hos- 
pitalization. 


Dr. Joseph B. Deisher is Chairman of the 
School Health Committee for the Alaska Medi- 
cal Association. He reports that the average daily 
census at the Seward General Hospital continues 
to be considerably below that necessary to keep 
the hospital in an economically sound position. 


ANCHORAGE: A number of new pbhysi- 
cians have entered practice in Anchorage this 
summer. They include Dr. James S. Cheatham, a 
1949 graduate of Harvard Medical School, who 
has been a psychiatrist with the U.S. Air Force 
from 1949 to 1960. He received his training at 
the University of California in San Francisco 
and was Chief of Neuro-psychiatry at Elmendorf 
Air Force Base from 1958-1960. 

Since his resignation from the Mental Health 
Section of Alaska Department of Health, Dr. J. 
Ray Langdon has entered private psychiatric 
practice. He has been appointed the psychiatric 
consultant to the Anchorage Alaska Native Serv- 
ice Hospital and to the Alaska Crippled Children’s 
Association, and has been very active in the lo- 
cal Mental Health Association. 
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Dr. Theodore Shohl, a 1950 graduate of the 
University of Pennsylvania, is doing general sur- 
gery. He was a surgical resident at the Univer- 
sity of Pennsylvania from 1951 to 1956 and was 
formerly associated with the surgical staff at 
Wadsworth Veterans’ Administration Hospital in 
Los Angeles and was Instructor in Surgery at 
UCLA Medical School. He is Board certified. His 
wife, Rosalie, a 1951 graduate of the University 
of Pennsylvania, is an anesthesiologist, and serv- 
ed on the staff of the Philadelphia General Hos- 
pital and the Wadsworth Veterans’ Administra- 
tion Hospital. They have three young children. 


Dr. George Wichman has joined the Anchor- 
age Clinic as an orthopedist. He was formerly 
associated with Dr. William J. Mills. 


Dr. Francis J. Phillips is the Medical Consul- 
tant to the newly opened Goodwill Industries 
Rehabilitation Center in the old Alaska Railroad 
Building. In addition he will serve as the Medi- 
cal Consultant to the Anchorage school district, 
which will provide its own school nurses for the 
first time this year. He is also the school physi- 
cian for the new Alaska Methodist University. 

Data compiled by Doctors William J. Mills 
and Robert Whaley is listed in the Antarctic 
Manual, the second edition published in 1960 by 
the U.S. Navy, as “must” reading for explorers 
and for cold weather medical specialists. 

The annual Meeting of the American Medi- 
cal Association, Miami, Florida, was attended by 
Dr. Milo Fritz as the Alaska Medical Associa- 
tion’s representative. 

The cornerstone of the new 160 bed Provi- 
dence Hospital was set in May of 1960 in the 
Goose Lake area. Work has started on the new 
Alaska Mental Health Hospital nearby. Neither 
hospital will be completed before 1962 or 1963. 
Both are adjacent to the new Alaska Methodist 
University campus. 

Skin diving has become a new sport among 
many Anchorage physicians and their wives, in- 
cluding Dr. William Ivy’s family. 


PALMER: A. recent trip to Seattle was tak- 
en by Dr. Clarence C. Bailey and his wife, while 
the latter underwent surgery at the Virginia Ma- 
son Hospital. 


GLENALLEN: Dr. Chester L. Schneider 
has rejoined Dr. James S. Pinneo at the Faith 
Hospital in Glenallen after a year of post-grad- 
uate training in Pennsylvania. 
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FAIRBANKS: The old wing of St. Joseph’s 
Hospital is being torn down. A new surgery wing 
has been completed with one minor surgery and 
two major surgery rooms. 

Dr. Lawrence Dunlap was a participant in 
the recent Marathon Race on the Chena River. 
Unfortunately his 36-inch motor was in an acci- 
dent, but he was not hurt. 


BETHEL: The annual meeting of the Amer- 
ican Academy of Pediatrics in Chicago will be 
attended in October by Dr. Harriet C. Jackson, 
who continues as Bethel’s mayor. 


NEWS OF GOVERNMENT SERVICES 
UNITED STATE PUBLIC HEALTH SERVICE 


There have been many changes since the 
first of July. Dr. Glen Benjamin Van Atta, for- 
merly of the Dayton, Ohio, Veterans’ Adminis- 
tration Hospital, replaced Dr. Thomas West as 
Chief of Surgery. For the first time the Alaska 
Native Service Hospital will have a pediatrician, 
Dr. Dwight D. Tuuri, who arrived via the Alas- 
kan Highway from the Children’s Hospital in 
Cincinnati, Ohio. The new Chief of Medicine will 
be Dr. Gilbert P. Blankenship, who arrived from 
the Charity Hospital in New Orleans, Louisiana, 


CIVIL 


Disaster proof your home by fulfilling these 
requirements: 

Know warning signals. 

Know community plan for emergency action. 

Select family shelter area. 

Have plans for emergency cooking, heating 
and lighting. 

Know what to do about radioactive fallout. 

Have two weeks’ supply of food and water. 

(Be prepared to purify unsafe water.) 

Have a radio which is independent of com- 
mercial power. 

Know CONELRAD stations. Be prepared to 
listen to survival instructions. 
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to replace Dr. Ruth Coffin, who is now a field 
health physician serving the Aleutian Chain and 
the villages between Anchorage and that area. 
The new physician at the Point Barrow Hospital 
will be Dr. Jo Bernard Smalley, from the Santa 
Clara County Hospital in San Jose, California. 


After 15 years with the Public Health Service 
in Alaska where he served as the Medical Officer 
in Charge of the hospitals in Tanana, Point Bar- 
row and Kotzebue, and more recently as Deputy 
Area Medical Officer in Charge of the Field Hos- 
pitals, Dr. Edwin S. Rabeau, will attend the 
School of Public Health, University of California 
in Berkeley for the next year to earn his Master’s 
Degree in Public Health. 

New personnel at Mt. Edgecumbe Hospital 
include Dr. Charles Weems and Dr. Sanford 
Summers. Dr. Winsor Morrison left at the end 
of May to take a residency in Ear, Nose, and 
Throat at the Staten Island Public Health Hos- 
pital. Dr. Kenneth Richardson is taking an oph- 
thalmology residency in Pennsylvania. 

New ward surgeons at the Anchorage Public 
Health Service Hospital include Dr. James A. 
Baldauf from St. Luke’s Hospital in Cleveland, 
Ohio, and Dr. Charles F. Tschopp, who arrived 
from the Public Health Service Hospital at Nor- 
folk, Virginia. 


DEFENSE 


- Have a First Aid Kit. 
Have emergency clothing and blankets. 
Have recreational and morale supplies. 
Do fire-preventive housekeeping. 


Have emergency fire fighting plans and 
equipment. 

Have emergency sanitation plans and prep- 
arations. 

Have evacuation plans in accordance with 
community plan. 

Have family familiar with emergency plan. 


Maintain preparation current with State and 
local plans. 
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Womans pluriliary News 


A news column compiled by 


Mrs. Vernon Cates 


PRESIDENT’S MESSAGE 


Summer time is time for vacations and I 
know I’m not the only one who has been enjoying 
one. I hope everyone has had a most pleasant 
summer. . 


I had a very pleasant visit in Fairbanks with 
Marg Haggland and Dorothy Ribar. In Anchor- 
age I had the pleasure of having lunch with Mary 
Phillips and talking about Auxiliary doings. I am 
just now getting some of the vital details on what 
Chairmen are needed and who our members are, 
so don’t be too surprised if some of you receive a 
letter from me asking you to be on one committee 
or another. Please don’t let me down. 


From the activity in the background (men’s 
group) it sounds as if the coming Annual Meeting 
in Sitka will be one which you won’t want to 
miss. As yet plans are indefinite, but have real 
promise. Make your plans now to be here on May 
24-27. 


Before the next issue of Alaska Medicine is 
printed, we, for the first time in Alaska, will 
have the opportunity and privilege of voting for 
a President. Let me urge you to read and study 
the platforms of both parties. Many of the issues 
*e very important to our husbands and organized 
medicine. We should attempt to be well informed 
and be able to clearly discuss all issues. Charges 
and countercharges, promises and accusations will 
resound over the air and T.V. waves. Only by 
careful study can any of us determine the way 
we should vote. The party we are interested in 
today is the one that can do best for the medical 
profession. We shall each have to determine our 
way of voting. 


I still would like to hear from you about your 
desires for the Auxiliary. 
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ARE YOU FULLY INFORMED? 


It is so often assumed that wives of medical 
doctors are well-informed individuals and are 
always ready to discuss affairs of the day. These 
affairs might concern the medical care of the 
aged, legislation related to topics both medical 
and socio-economic, insurance, relative ‘costs of 
hospitalization, traffic accident control, school 
health, and problems related to the education of 
the handicapped. This is indeed a large order, 
but as individuals we can accomplish a great 
deal. The public is eager to understand these and 
other problems allied to medicine. An auxiliary 
member can be of inestimable help to the local 
society and to the medical profession if she un- 
derstands and has a knowledge of the current 
medico-economic problems. 


How can we become better informed so that 
we might more knowingly present the facts? We 
have an excellent opportunity to secure timely 
information by reading the weekly or monthly 
publications that are sent to our husbands. So 
often these publications are delivered to the of- 
fice and we do not see them at home. It is our 
personal responsibility to ask our husbands to 
bring home the AMA Journal, our State Journal, 
Scope and Medical News, just to mention a few. 


If we are to do our part then we must have 
a clearer understanding of current affairs and do 
everything possible to promote better public 
relations through helping the non-medical public 
know the truth. 
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A POSITIVE AMA APPROACH 


Dr. Louis M. Orr, President of the AMA, is- 
sued a statement on May 5, 1960, setting forth a 
long-awaited “positive program” for the health 
care of the aged. Following are excerpts from his 
text: 

“The Administration proposal is based on 
the false premise that almost all persons over 65 
need health care and cannot afford it. This is not 
a fact. The truth is that a majority of our older 
people are capable of continuing a_ happy, 
healthy, and in many cases productive life. Of 
the more than 15 million persons in the nation 
over 65, only 15% are on old age assistance; and 
an undetermined number, although able to fi- 
nance other costs, find it difficult to withstand 
the additional burden of the cost of illness. It is 
for these people that something should be done. 
Neither the bill Forand advocates nor the Ad- 
ministration proposal are tailored to meet these 
problems. 


Recommendations Listed 


1. Better organized programs and improved pre- 
ventative medical care for the Needy Aged— 
those now receiving assistance. 

2. For the Near-Needy, those who can meet ordi- 
nary living costs but cannot pay for health 
care costs, the AMA supports a state-adminis- 
tered program of federal grants, to liberalize 
existing programs as determined locally. 

3. Better Nursing Home facilities. The AMA 
supports federal grants through the Hill-Bur- 
ton mechanism for new nursing home addi- 
tions to existing hospitals. The AMA supported 
the recent act providing for government guar- 
anteed loans to proprietary nursing homes. 

4. Voluntary Health Insurance to meet the needs 
of the aged for long-term nursing home care. 

5. Expand Home Nursing Care programs. 

6. A basic change in the Attitude Toward the 
Aged. Eliminate compulsory retirement and 
permit voluntary change of work. 

7. Health Education for the aging. 

8. Maintain Purchasing Power of fixed pension 
and annuity benefits. 

Sensible, economical health care programs for 
the aged that preserve freedom at the same time 
that they promote security must necessarily be 
limited to support for the needy aged. We must 
remember that old people, like all other age 
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groups, have no desire for a handout. Let us 
rather help the aged to help themselves. 

The Forand bill did not come out of commit- 
tee, but the problem of medical care for citizens 
over 65 years of age remains a political football. 
A series of 15 or more bills, both better and worse 
than the Forand bill, have been proposed by both 
Republicans and Democrats. 

Meanwhile, as an auxiliary, we can help best 
by keeping informed and informing others of 
what is being done in Alaska for the aged citizens 
—and to impress upon the unwary the dangers 
of socialized medicine toward which any govern- 
ment control is a wedge. We can also do what 
we can to help this group of citizens both indi- 
vidually and through state-wide programs for the 
aged. 

Helene L. McBrayer 


AUXILIARY NEWS 


Anchorage 


The Anchorage Auxiliary held its last meet- 
ing in May, before discontinuing for the summer 
months. Luncheon at the Club Paris was followed 
by a short business meeting at which time plans 
for the ensuing year were discussed. 


A new trio of consultants from the Medical 


_ Society have been appointed; these being Dr. 


Betsy Tower, Dr. Louise Ormond, and Dr. Vir- 
ginia Wright. 

A committee was appointed to investigate 
the possibility of sending Todays Health to all of 
the Anchorage schools. 

The Lederle Symposium was once again held 
in Anchorage in June, and the wives of the physi- 
cians were also included in plans of the day. A 
game dinner for all guest speakers, their wives, 
and hosts was held at the home of Drs. Robert 
and Helen Whaley on the evening of the Sym- 
posium. 

A delightful luncheon was enjoyed by the 
wives at Forest Park Country Club, followed by 
an evening reception at the Chart Room on Sat- 
urday. Mrs. William Mills served as Anchorage 
hostess. 

Mrs. Carl E. Bagley of Ann Arbor, Michigan, 
accompanied her husband, Professor of Ortho- 
pedics at the University of Michigan, who came 
as a guest speaker. Also attending were Dr. and 
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Mrs. Alfred Gelhorn. Dr. Gelhorn, Professor of 
Medicine at Columbia University, is also Chief 
of Delafield Hospital, a cancer research center. 


Fairbanks 


News of the Fairbanks Auxiliary is that we 
have had two meetings since the first of May, 
both of them dinner meetings held on the regular 
Medical Society meeting nights. (We met sep- 
arately, though). Two new members have joined 
the Auxiliary. Mrs. C. T. Marrow, who is a for- 
mer member, rejoined when her husband re- 
turned to the Fairbanks Clinic. Mrs. David Blue- 
stein, whose husband is a Captain stationed at 
Eielson Air Force Base, also associated with the 
Fairbanks Auxiliary at the May meeting. 

Auxiliary sponsored event, in addition to the 
regular meeting, was the AMEF benefit barbe- 
cue. This was held on July 20th at the Schaible 
summer home near Fairbanks. We like to think 
it was a huge success, as it certainly was finan- 
cially, since $110 was raised for AMEF. This is 
the first of two planned benefit dinners for 
AMEF. 


CHIT CHAT— 


Anchorage 


Miss Helen DiAndreth became the bride of 
Dr. Merritt P. Starr on March 24th of this year. 
Dr. Starr has practiced medicine in Anchorage 
for the past nine years. Helen arrived in Anchor- 
age in 1954 from Washington, D. C. 

Dr. and Mrs. Glenn Crawford are the proud 
parents of their first child, a son, Todd Raymond, 
born on June 7th. 

Mrs. Perry Mead recently attended, as a dele- 
gate of the Turnagain Garden Club, the first 
Alaska State Federation of Garden Clubs Con- 
vention held in Fairbanks on. August 11th and 
12th. Business included selection of a state tree 
and determining the choice of an official state 
seal for gardeners of the 49th state. 

The three older children of Dr. and Mrs. 
Rodman Wilson have been spending an eventful 
summer with Dr. Wilson’s parents in Wells, Tex. 

Laura Fish, born June 24th, joined a sister, 
Meg, in the family of Dr. and Mrs. Winthrop 
Fish. 
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The engagement of Miss Margaret B. English 
to Dr. G. Wichman was recently announced in 
Anchorage. The wedding will take place in New 
York City on Saturday, the 17th of September. 

Dr. and Mrs. William Mills and children are 
pleased to have Elaine’s parents, Mr. and Mrs. 
Bernard Nagelvoort of Owosso, Michigan, visit 
them this summer. 

Mrs. Jack Sedwick is busy serving another 
term as President of the Providence Hospital 
Auxiliary in Anchorage. 

Dr. and Mrs. Wm. Maddock have evened 
things out in their family with arrival of James 
Gordon in July, to make it two boys and two 
girls. 

Mary Jane Walkowski, daughter of Dr. and 
Mrs. A. S. Walkowski, was married June 11th to 
Gary Emard of Ketchikan. Mary Jane had been 
teaching at Annie Wright Seminary in Tacoma. 
Mr. Emard is now assistant agent for Alaska 
Steamship Co. in Anchorage. 

Susan Phillips, daughter of Dr. and Mrs. 
Francis Phillips, spent the summer visiting aunts 
and uncles on Nebraska farms. Her activities 
included a great deal of swimming and horseback 
riding plus a trip to the Black Hills. 


Chugiak 
Marsha Simpson, new daughter of Dr. and 


Mrs. Marshall Simpson, surprised her parents 
by her sudden arrival at home on July 9th. 


Fairbanks 


Dr. and Mrs. James A, Lindquist are the par- 
ents of a baby boy, their seventh child, born 
June 28th. 

Dr. and Mrs. Hugh B. Fate, former members 
of the Medical Society and Auxiliary, are visit- 
ing in Fairbanks this summer and taking part in 
Society and Auxiliary activities. 

A boy arrived on July 24th to join the family 
of Dr. and Mrs. William Bugh. 

Mrs. John I. Weston was selected by the Fair- 
banks Soroptimist Club as their “Woman of the 
Year.” The award was made recently at a ban- 
quet in Fairbanks. 


Juneau 


Janice Smalley and six-year-old son, Michael, 
accompanied Dr. Robert Smalley to Juneau 
where he recently became affiliated with the 
Juneau Clinic. They are presently making their 
home at the Mendenhall Apts. 
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Ketchikan 


Dr. and Mrs. James Wilson and daughter, 
Kathleen (age 4) and Susan (age 1%) arrived 
July 1st to make their home in Ketchikan. Jim 
is the son of Dr. and Mrs. Arthur N. Wilson. 

Dr. and Mrs. Ralph Carr are parents of a 
new daughter, Jennifer, born July 5th. In June 
the Carrs attended Alansa Carr’s graduation ex- 
ercises at Scripps College in California. Alansa 
was “Miss Alaska of 1959.” 


Kodiak 


Dr. and Mrs. A. Holmes Johnson plan to fly 
to Hawaii the latter part of September to attend 
the Pan Surgical convention to be held there. 
Dr. Johnson is the official delegate from Alaska. 
They are considering spending two or three 
months on “The Islands.” 


Seward 


The Deishers spend all their off time—rain 
or shine—building a cabin on their homestead 
at Tonsina Point. With volunteer labor of such 


visitors as Dr. Drake and Mr. Birger Martinsen 
and others, they’ve made great progress to the 
point where the roof will be on and the walls up 
by the time this goes to press. 

The Gentles family returned from their vaca- 
tion, spent seeing Alaska first. They fished, took 
pictures, and just lazed along the highways with 
their three children. Otherwise, Ernie says, 
“We're just building.” 

Mary Switzer visited Seward and discussed 
Rehabilitation with a group of about 50 people 
at a luncheon on July 23rd. Among those present 
were two doctors and three doctors’ wives. Miss 
Switzer had much of interest to say, giving us 
food for constructive thinking in terms of our 
town’s greatest need—industry or a substitute 
for same. 


Sitka 


Sue Charteris had a very nice two month 
vacation early this year, visiting her sister and 
brother-in-law and sailing on their ketch “Sea 
Otter” throughout the Carribean. 





CONTINUING LIFE is a feature of corporate trust service, too. 
By naming our institution, you name an Executor or Trustee that 
you can depend upon to serve whéen needed .. . as long as needed. 


National Bank of Alaska 


16 BRANCHES TO SERVE YOU 
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© Complete, organized, operating Trust Department 


— 5th and E Streets, NB of A Building 


@ Consultation Service for Estate Planning 
—Phone for appointment or for Estate Plan forms 


Free Safekeeping of any Will 
—where we are named Executor or Co-executor 


HAVE YOUR WILL BROUGHT UP TO DATE 


Plan YOUR estate NOW — We work with YOUR attorney — YOUR accountant — 
YOUR life underwriter 


Member Federal Reserve 
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Full Trust Powers 


Member F.D.I.C. 


ALASKA MEDICINE 
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whenever there is inflammation, 
swelling, pain " 


VARIDASE 


STREPTOKINASE-STREP)ODORNASE LEDERU 


BUCCAL?" 


conditions for a 
fast comeback... 


as in acute 
hemorrhoids... 


SUNDAY, 9 A.M.: VARIDASE for painful 
thrombotic hemorrhoid. 2:30 P.M.: pain 
greatly reduced, less swelling and 
inflammation. 

MONDAY: size down to small tab; acute 
inflammation disappeared.* 


VARIDASE activates natural fibrinolytic factors, 
to limit undesirable inflammatory response 
and speed healing. 

Dramatic reduction of pain is often the first 
sign of improvement; swelling and redness 
rapidly diminish. Drugs and natural 
regenerative factors readily penetrate the 
inflammatory barrier to effect total remission 
faster ...in trauma or infection. 


VARIDASE Buccal Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 
Supplied: Boxes of 24 and 100 tablets 

*Peterman, R. A.: Clinical report cited with permission. 


<= 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Company, Pear! River, N. Y. 








Physicians 
Optical 


Accurate vision through 
Professional Services 
Prescriptions Filled 
Fashion Coordinated Frames 


Mt. McKinley Bldg. 4th & Denali 
Phone BR 5-7885 or BR 6-410] 





“Everything Surgical” 


1930 30 


‘ YEARS 
SERVING THE MEDICAL 
PROFESSION 


ALASKA 


AND THE NORTHWEST 
xk * 


Biddle & Crowther Co. 


Physicians and Hospital 
Equipment — Supplies 
1801 BROADWAY SEATTLE 22 WASH. 













1960 


Mail orders given Immediate Attention 
Most orders Shipped same day as Received 














% Bert's Payless Drug 


701 4th Avenue 
Dial BR 8-0573 or BR 4-5141 


% Bert's Spenard Drug 


in the Supermart Building 
Spenard Road and Adams Street 


Dial FA 2-1174 or FA 2-1175 


Bert’s Drug, Inc. 


THE PRESCRIPTION DRUG STORES OF ANCHORAGE 


@ STAFFED WITH COMPETENT REGISTERED PHARMACISTS AT ALL TIMES 
@ LARGEST PRESCRIPTION STOCK IN ALASKA 





—4 Convenient Locations— 


% Bert's Fifth Avenue Drug 


5th Ave. & Gambell 
Dial BR 5-4511 or BR 2-5641 


% Bert’s College Corner Drug 


Fireweed and Lake Otis Road 
Dial FE 3-3473 
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Doctors, too, like “Premarin? 


HE doctor’s room in the hospital is used for a 
‘Tew of reasons. Most any morning, you will 
find the internist talking with the surgeon, the resi- 
dent discussing a case with the gynecologist, or the 
pediatrician in for a cigarette. It’s sort of a club, this 
room, and it’s a good place to get the low-down on 
“Premarin” therapy. 

If you listen, you’ll learn not only that doctors like 
“Premarin,” but why they like it. 

The reasons are simple. Doctors like “Premarin,” 
in the first place, because it really relieves the 


symptoms of the menopause. It doesn’t just mask 
them — it replaces what the patient lacks — natural 
estrogen. Furthermore, if the patient is suffering 
from headache, insomnia, and arthritic-like symp- 
toms due to estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens (equine), is avail- 
able as tablets and liquid, and also in combination 
with meprobamate or methyltestosterone. 

Ayerst Laboratories * New York 16, N. Y. 
Montreal, Canada 


9842 





Visit our brand new 
prescription department 
while in Anchorage 


Anchorage enjoys a superbly conceived 
Drug and Specialty store—with quality and 
selection on a par with New York, San 
Francisco, Chicago and other large metro- 
politan centers. 


Nothing has been spared in an effort to 
bring the highest, most honored business 
traditions to Anchorage. The world of the 
unique, the distinctive, the unusual lays at 
your door when you shop at Charles Drugs. 


415 FIFTH AVENUE 





YOUR FAMILY CORNER 


DRUG STORE 


at 4th and E Street 


HEWITT’S 


DRUG STORE 


ANCHORAGE, ALASKA 





Cterile 


Laundry Service 


Complete 
Towel & Linen 


Supply Rental 


FREE 
PICKUP and DELIVERY 


Radio-Dispatched—Call BR 17-2101 


SNOW WHITE LAUNDRY 


Seventh & I Anchorage 








SMALLEST 
EYEGLASS* 


“LIVING SOUND' 
HEARING AIDS 


You purchase lenses and frame of your 
choice from your own eyglass specialist 


ZENITH’S new Audio-Analyzer is not 
available for immediate use in hos- 
pitals, schools, industry and hearing 
and speech centers. 

















Anchorage Radio 
& Television 


INCORPORATED 


443 Fourth Avenue 
Anchorage BR 8-7051 Alaska 
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How to win Tastefully tailored to the antibiotic needs of 


A : pediatric patients 
little friends 


and influence new Cosa-lerrabon 


oxytetracycline with glucosamine 


recovery Delicious in taste: the appealing flavor of sweet, fresh fruit 
Decisive in action: the well-tolerated broad-spectrum efficacy 
of Terramycin® with glucosamine 
Preconstituted for uniform potency, efficacy, and taste-appeal 
from the first dose to the last. 
Cosa-Terrabon Oral Suspension — 125 mg. oxytetracycline/5 cc., 
2 oz. and 1 pint bottles 
Cosa-Terrabon Pediatric Drops — 100 mg. oxytetracycline/1 cc., 
10 cc, bottle with plastic calibrated dropper *Trademark 


Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. Science for the world’s well-beingm 











ANCHORAGE 
OPTICIANS 





@ ACCURACY - QUALITY 
@ PRECISION GUARANTEED 


Broken Lenses Duplicated 
Frames Repaired — Prescriptions Filled 
Frames of Distinction 


Mail Orders Given Prompt Attention 


—CGuild Opticians— 


525 Fourth Avenue RUSSELL C. MILLIGAN 
BR 4-943] Owner-Optician 





EASTCHESTER DRUG 


13th & Gambell 















Anchorage, Alaska 


In the Fairview Shopping Center 


Phone BR 8-2143 


Registered Pharmacists 
on duty at all times 


Open 10 A.M. to Midnight 365 Days a Year 













“Service IS our 


Business” 


COMPLETE MEDICAL & SURGICAL SUPPLIES & EQUIPMENT 
Also Representing Western X-Ray of Seattle 


WE HAVE A COMPLETE STOCK OF X-RAY FILM AND SUPPLIES 
IN OUR NEW BUILDING IN ANCHORAGE . . . NO WAITING 
FOR SHIPMENT ... JUST GIVE US A CALL. WE 

HAVE DENTAL FILM, TOO. 





916 Sth Ave. 











Alaska Orthopedic Appliance Company 


ALASKA’S ONLY CERTIFIED FACILITY 


Anchorage, Alaska Phone BR 4-4555 









Proven effective with 
thousands of patients pax 


system 
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SIMPSON 





@ DIAL BR6-0101 


@ 412 FOURTH AVENUE 
ANCHORAGE, ALASKA 
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Lilly 


QUALITY / BtStARCH / mTEGerTY 





for maximum effectiveness Recently, Griffith’ reported that V-Cillin 
K produces antibacterial activity in the serum against penicillin-sensitive patho- 
gens which is unsurpassed by any other form of oral penicillin. This helps explain 
why physicians have consistently found that V-Cillin K gives a dependable 
clinical response. 


for unmatched spe €d Peak levels of antibacterial activity are attained 


within fifteen to thirty minutes—faster than with any other oral penicillin.! 


for unsurpassed safety The excellent safety record of V-Cillin K is 
well established. There is no evidence available to show that any form of peni- 
cillin is less allergenic or less toxic than V-Cillin K. 


Prescribe V-Cillin K in scored tablets of 125 and 250 mg., or V-Cillin K, Pediatric, 
in 40 and 80-cc. bottles. 


1. Griffith, R. S.: Comparison of Antibiotic Activity in Sera Following the Administration of 
Three Different Penicillins, Antibiotic Med. & Clin. Therapy, 7:No. 2 (February), 1960. 


V-CILLIN K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


033001 





TRIDERITE 


CS ak SHOE 





EXTRA SUPPORT 












SPECIAL SHOES. 
RECOMMENDED BY SO MANY 
DOCTORS IN SPECIAL CASES 
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heavy steel 


shaped 
shank for 
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arch heels with long inside 
in addition, we can incorporate any oe a . Ye" wedge right and 
measures your doctor may wis allows fu on inner left : 
flexibility, border counters Family Shoe Sto re 


too 


Box 1179 — 5th & D Anchorage, Alaska 














DRUG STORES 





The name exalt represents, in Anchorage, as it does 


across the nation— 


PROFESSIONAL SUPPLIES & SERVICE TO PHYSICIANS 
FRESH, QUALITY, DRUGS 
PROFESSIONAL PRESCRIPTION SERVICE 


Emphasis always has been and always will be with the Professional 
aspects of the Drug business. Professional service to patient and Physician 
alike is stressed in The Anchorage Rexall Drug Stores, operating from 
these outlets in the Anchorage area. 


THE REXALL DRUG STORE—4th and E 
PROFESSIONAL PHARMACY—425 D St. 
SUPER REXALL DRUG—Northern Lights Shopping Center 














@ ELECTRO-MEDICAL 
SALES & SERVICE 


There is Precision 
in filling Prescriptions 
Too! 

Representing 
Birtcher Corporation 
Repairs 
of all Medical 


instruments 
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PRESCRIPTIONS 











Thrifty Drug —_ — 


Mt. View, Alaska Box 1465 Anchorage 
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Alaska Medical Laboratortes 


835 | Street Anchorage, Alaska BR 4-430] 
Pathologist—MICHAEL F. BEIRNE, M.D. 


Complete Tissue & Clinical Laboratory Service 








Ie):: tCLOMYC IN NOTES. 


Demethylchlortetracycline Lederle 





urinary 
a 





activity 


In vitro tests proved DECLOMYCIN Demethy]l- 
chlortetracycline highly effective against many 
strains of Gram-negative bacteria commonly 
found in urogenital infections.’ In treating 75 pa- 
tients with genitourinary infection, susceptibility 
studies showed DECLOMYCIN Demethylchlor- 
tetracycline more effective than tetracycline in 
60 per cent of the cases. There was no case in 
which susceptibility was greater to tetracycline 
than to demethylchlortetracycline.* In 23 patients 
treated with DECLOMYCIN for various types of 
urinary tract infections, the immediate therapeutic 
effect, clinically and pagan -veeeaanaaaes de was good.” 









1, Vineyard, J. P.; Hogan, J., and Sanford, J. P.: Clinical 
and Laboratory Evaluation of Demethylchlortetracycline. 
In: Antibiotics Annual 1959-1960, New York, Antibiotica 
Inc. 1960, p. 401-408. 2. Roberts, M. S.; Seneca, H. 
and Lattimer, J. K.: Demethylchlortetracycline in Geni- 
tourinary Infections: In: Antibiotics Annual 1959-1960, 


CAPSULES, 150 mg.—PEDIATRIC DROPS, 60 mg./cc.—new cherry-flavored SYRUP, 75 mg./5 cc. tsp. 
FULL ACTIVITY... LESS ANTIBIOTIC... SUSTAINED-PEAK CONTROL... “‘EXTRA-DAY” PROTECTION AGAINST RELAPSE 


PRECAUTIONS: The use of antibiotics occasionally may result in overgrowth of nonsusceptible organisms. Constant observation of the patient is essential. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. gD 


New York, Antibiotica Inc. 1960, p. 424-428. 3. Rech- 
niewski, C.; Garcia, A. E., and Loizaga, A. J. A.: Pre- 
liminary Report on the Use of Demethylchlortetracy- 
cline in Infections of the Urinary Tract. Antibiotic 
Med. & Clin. Ther. 7:235 (April) 1960. 


it 


a a 


a 
a 





Blood pressure that goes up with stress 
often comes down with SERPASIL 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. /2s20Me 
plete information available.on request. 


(reserpine CiBA) 
in mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘‘...in about 70 
per cent of cases...”’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives, # 
Serpasil minimizes the incidence and severity 


of their side effects. CIBA 


SUMMIT, N. J 
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BURROUGHS WELLCOME & CO. 
(U.S.A.) INC., Tuckahoe, N. Y.. 


THE TOTAL COLD-THERAPY TABLET 


nasal decongestant - analgesic 
antipyretic - antihistamine 


The ingredients combined in each ‘Emprazil’ tablet 
provide multiple drug action for prompt sympto- 
matic relief of aches, pains, fever and respiratory 
congestion—due to common colds, flu or grippe— 
without gastric irritation. 


Dosage: Adults and older children — One or two tablets 
t.i.d. as required. Children 6 to 12 years of age — One 
tablet t.i.d. as required. 


Supplied: Bottles of 100 or 1000 


Each orange and yellow layered tablet contains: 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
‘Perazil’® brand Chlorcyclizine Hydrochloride .... 15 mg. 
Acetophenetidin 

Aspirin (Acetylsalicylic Acid) 

Caffeine 


Complete literature available on request, 





